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THERAPY WITH PHYSICALLY AND MENTALLY HANDICAPPED 
CHILDREN IN A MENTAL DEFICIENCY HOSPITAL 


LYDIA MUNDY 
The Fountain Hospital, Tooting Grove, London 


PROBLEM 


It is sometimes assumed that psychotherapy with the mentally retarded is 
inadvisable because of their limited insight and poor verbal development. This 
negative attitude expressed by Morgan“®’, Healy and Bronner“?, and Rogers“, 
seems to have delayed progress in this field; the more so, as even mental conflict in 
such patients was denied by most. Cooley’, Glassman“? and Wegman“® com- 
pared psychotherapeutic results of groups of dull-normals with groups of bright 
children and found the success of treatment not significantly different between the 
two groups. Katz), Cotzin“), and Fisher and Wolfson “® tried group therapy with 
defectives with good results. Thorne“®* introduced therapeutic methods in a large 
mental deficiency institution where group discussions as well as individual guidance 
were practised with success. Sarason “: '’- ) also practised individual psychotherapy 
with retarded adolescents and adults. 

The writer started an experiment to find whether emotional disturbance in 
mentally retarded and defective institutionalized children could be alleviated by 
individual psychotherapy, and this question can now be answered in the affirmative. 
This study concerns children whose disturbance appeared to be on a neurotic level 
and who displayed behavior problems. The differential diagnosis between the 
neurotic or the psychotic character of the disturbance was based mainly on the degree 
of contact the patient had with his environment. One group consisted of truly ment- 
ally retarded children in whom the superimposed disturbance had further reduced 
their functional capacity. A second group comprised children with specific defects 
whose severe emotional dysbalance partly veiled these defects (such as undetected 


deafness) but where the clinical impression was that of a potentially better mental 
ability. 


METHOD 


The patients were approached individually using non-directive play therapy 
modified by an analytically-orientated therapist, with emphasis on the transference 
situation. Treatment was started with the hypothesis that the most potent factor in 
psychotherapy is emotional rather than intellectual comprehension and that the 
success of psychotherapy depended more on the necessary emotional processes to 
take place than on their verbalization. It was assumed that lack of verbal compre- 
hension may retard these processes and slow down progress, but need not prevent 
the necessary development to occur. Analytical interpretation of a simple but deep- 
going kind was attempted, and it was found that this was understood more often 
than might have been expected at the apparent mental level! in some cases. 

Play material was found to be a useful medium for the pre-adolescent subnormal 
child. But the younger the child, the more basic its needs and problems usually are, 
and the more superfluous the material. Thus, a somewhat new method had to be 
found for the younger and mute children including the deaf. The procedure em- 
ployed with 4 to 6 year olds can best be termed as ‘“‘scientific mothering”, or creating 
what the French call “contact affective”. Most institutionalized children seem to 
have suffered inadequacies and disturbances in the most crucial developmental 


*I should like to thank Dr. L. T. Hilliard, Superintendent of the Fountain Hospital for his per- 
mission to devote part of my time to this work, and for his constant support. I am indebted to Dr. 
B. H. Kirman, Deputy Superintendent, for some valuable suggestions, and to Dr. M. C. Liu and Dr. 
H. Bourne for their careful checking of the diagnoses. I should also like to thank Mrs. M. Marrs, 


psychologist, for having carried out some of the retests, and Mr. G. E. De Cruz, Occupations Centre 
Supervisor, f 


or his astute observations. 
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stages, either through maternal deprivation, physical handicaps, or the restricted 
opportunities of institutional life; mostly all three conditions prevailing and being 
interrelated. Even if not displaying any obvious signs of withdrawal, most of these 
children are extraordinarily isolated. The needs and problems of this kind of child 
are therefore very primitive, direct and practical. In particular, their need for physi- 
cal contact, avoided in therapy with normal, is great, and the therapist has to respond 
in a natural, motherly way. These children are often breast seeking, and their mom- 
entary need to ‘cuddle up’ has to be satisfied. Provision of some kind of food is of 
great importance. With this kind of child, therefore, the therapist becomes more 
involved personally, is more present bodily, and gives out more mental and affective 
energy than with the ordinary child. Therefore “scientific mothering” tries to ex- 
press the balance which has to be maintained between the therapist’s basically ob- 
jective attitude and her personal immediate responses required by the infant; for the 
4-6 4 vad old severely disturbed children may only be 1-2 years old emotionally or 
even less. 

Whatever the apparent level of comprehension, the therapist always tried to 
explain to the child repeatedly in simple terms why he or she was taken along regular- 
ly (with exception of the deaf); and the impression was gained that these simple 
explanations were well understood. 

There was no particular selection by the therapist, but those children showing 
the most difficult behavior problems were investigated, irrespective of their apparent 
mental level. Also, the psychologist’s function as a therapist being restricted to part- 
time limits the possible number of treatment cases within a particular time interval. 
When therefore the present assessment was contemplated, those patients with similar 
etiology and disturbance who had been left untreated at the time (but some of these 
were taken on later) seemed to be the most suitable controls. An additional aspect 
of selection developed through the psychologist’s routine assistance in diagnosis. 
The central problem in mental deficiency, particularly among child patients, is to 


determine the existence and degree of true intellectual defect and/or of psychiatric 
disturbance, with or without physical handicaps; the complexity of some of the cases 
not being generally realized. For such purposes of investigation, several observation- 
al interviews were held which in a few cases developed into treatment sessions. Only 
after reduction of the severe emotional disturbance did the clinical picture gain 
clarity. Most of these are among a group for which there are no controls. 


RESULTS 


IQ changes. Comparisons were made in two ways, depending on availability of con- 
trols. First, one treatment group was compared with a group of similarly disturbed 
children left untreated: 12 undifferentiated cases and three cases with neurological 
signs form the treatment group A, while control group B consists of 8 undifferentiated 
patients and two with neurological signs; that is, 15 treated cases against 10 controls. 

Investigation of their initial average ages and IQ levels showed these to be 
highly comparable. The average age at the start off therapy was 8.5 years in Group 
A, and 8 years in group B, with a range of 5-12 years in both groups. The initial 
average IQ level of group A was 45, that of group B was 44, which difference proved 
to be statistically nonsignificant. The average age at the time of their first hospital- 
ization also was well comparable, being 4.5 years for group A, and 4.9 years for 
group B, with a range of 1 year 9 months to six years in both groups. This first place- 
ment at a hospital or residential nursery was not always identical with admission to 
this hospital. Some of these children had undergone two to five different placements 
before their admission here at the age of 4-5 years. 

Psychotherapy was carried out over a period of 9 months to just over one year, 
and the retests done after 1-1% years. Single members of the control group were 
matched as nearly as possible for the time interval of retesting as well as for their 
respective ages. The test used was the Stanford-Binet, Terman-Merrill Revision, 
Form L, 1937. A comparison between the result of the first testing before therapy 
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and the second testing after therapy, together with the relevant differences and 
standard deviations is shown in Table 1. Thus, the mean IQ increment of group A 
is 9 points, whereas the mean increase in group B is 2 points. When this difference of 
7 points of IQ is investigated statistically, it is found to be highly: significant, at the 
1% level of confidence; ¢ for uncorrelated means being 4.035 (at 23 d.f. t = 2.81 at 
1%). 


TaBLe 1. Test-Retrest Resuuts (MEAN IQ’s) ror Groups A AND B Brerore anp AFTER 
PSYCHOTHERAPY 








| Ist | 2nd | 
| | 
| 
| 


SD of 


Groups test 3 test diff. | diff. 








A 45.00 | 7.4 | 54.00 | 
B 44.30 | | 46.40 


9. 3.25 
2.10 | 4.13 


| 
u 





As all other conditions remained unaltered, institutional environment being an 
evenly calm one, and the equality of disturbance in both groups having already een 
explained, it can be assumed with fair certainty that the significant alteration in 
functional efficiency of most of the members of group A is due to the treatment this 
group has undergone. This seems further confirmed by a follow-up of re-testing after 
a year’s time, though this had to be carried out on reduced numbers: only ten mem- 
bers of group A and eight members of group B being available. In group B the pic- 
ture remained unaltered, except for one case who had significanily deteriorated. Of 
the ten cases available in group A, four remained on the same improved level, but 
six showed a significant mean increase of 8 points of IQ, accompanied by a further 
improvement in their social behavior; though it should be added that these six 
patients had been transferred to a better environment. 

The second comparison concerns eight rather complex cases, for which the pro- 
cedure of “‘own controls’? was used: Among four deaf-mutes one was a case of cere- 
bral palsy (slight left hemiplegia) and one was complicated by epilepsy. Of the other 
four patients, two were diagnosed as aphasias with good verbal comprehension, and 
two were post-meningitis cases. Only these two latter children had speech. The 
initial mean age of this group was seven years, with a range from 4'% to 10 years. 
This range of age together with lack of speech in six of the cases necessitated the 
use of the Drever-Collins Performance Test for all members of the group to make a 
comparison possible (especially as the standard deviation of the Drever-Collins is 
not known and a conversion via standard scores for comparison with other tests 
could not be done). Therefore, Merrill-Palmer results with the younger members 
of this group and assessments on the Vineland Scale, though available, could not be 
used although the results on the Merrill-Palmer and the Drever-Collins were prac- 
tically identical. 

With two children, one 41% and one 5 years old, the initial test results were on 
admission, though this was not their first experience of hospitalization (in one case 
it was the third placement and in the other it was the second). The other children 
had been at this hospital from three to five years previous to the first testing. Re- 
tests took place before treatment was begun, and this time interval between the 
first and second testing was considered as the control period; its mean was 12.62 
months with a range from 6 months to two years, whereas the mean duration of the 
treatment period was 10.62 months, with a range from 6 months to 1 year 7 months. 
In five cases the pre-therapy period was longer than the therapy period and in the 
remaining three it was equal. The shortest was one case where both pre-therapy and 
therapy period were six months each. To ensure objectivity, in most cases the test- 
ing was not carried out by the writer herself. 

The mean initial IQ of this group was 56, with a range of 40 to 81 (SD 18.19). 
On second testing before treatment the mean IQ was found to be 58, range 43-85 
(SD 14.51). Retesting (third testing) after treatment gave a mean IQ level of 80 
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with a range of 54 to 104 (SD 18.01). This mean increment of 22 IQ points between 
the second and third testing proves to be highly significant at the 1% level of con- 
fidence (i for correlated means is 5.078; at 15 d. f.t = 2.96 at 0.01). But the differ- 
ence of 20 IQ points (between the 2 point increase in the pre-therapy period and the 
22 points increment in the therapy period) proves to be significant only at the 2% 
level of confidence, due to the very small number involved (¢ = 2.62, and at 14 df. 
t = 2.62 at 0.02). A follow-up of seven of these cases after a mean time interval of 
two years (range 1 year 4 months to 2 years 7 months) gave a mean IQ level of 78 


(range 56-98; SD 15.00). These retest data with their relevant time intervals are 
shown in Table 2. 


TaBLE 2. IQ CHaNGcEs IN A Group oF 8 PuysicaLLY HANDICAPPED AND EMOTIONALLY DistuRBED 
CHILDREN 








Factors Ist test | 2nd test | 3rd test 


| 4th test 
78 
43-85 53-104 56-98 
14.51 18.01 | 15.00 
Mean Interval 12.62 months 10.62 months 24.0 months 
6-24 -19 





Range 40-81 
SD 


Mean 56 58 80 
18.19 





Range 16-30 


pre-therapy therapy post-therapy 








Social Adjustment. With regard to group A: 8 of the 15 children seemed ready and 
suitable for special schooling to everybody concerned though there had been no 
thought of this previously. This means that their alertness, good social conduct, and 
the ability to concentrate on a given task was generally noticeable. They were all 
children who had been easily upset and had suffered from temper-tantrums; they 
had been too self-centered and dreamy ever to help in the ward, and could never 
have been relied upon to carry out whatever small task they might have been asked 
to do. Their attitude seemed to have changed basically, for most of these children 
now started to help spontaneously. Six 9-11 year old boys could not be placed in 
special schools and joined a contingent of 43 boys who were transferred to a newly 
opened hostel in the Fountain group. The Occupation Centre Supervisor there (who 
did not know that any of the boys had received any kind of treatment), in an en- 
deavor to point out who was doing particularly well, wrote: ... ‘‘Dennis - -- is one 
of our ‘stars’. He performs the most responsible jobs in the garden, cares for the 
poultry, and is more and more displaying an initiative and capacity for independ- 
ence that is truly striking’. Similar remarks were made about some of the others, 
these boys being clearly discernible by their constructive behavior and greater 
social maturity. 
One little girl is regarded by the ward doctor (psychiatrist) as “completely 
changed”. This child had not shown any significant alteration of intellectual function 
on testing but the alteration of her behavioral adjustment is so striking that her 
case seems worth quoting; the more so, as it is characteristic of mental defect with 
superimposed emotional disturbance. 
Janet (group A) was one of 7 illegitimate children of a mother who appears very dull if not 
defective. Birth normal. Taken into public care at three months of age, and had had three place- 
ments (a foster home and two Nurseries) before her admission here when aged almost 5. Physical- 


ly she was pale and thin and gave the impression of being undernourished; but no rhysical ab- 
normality could be found. Fair haired with large blue eyes, she looked an attractive little girl. 


The clinical picture she presented was variable: she was either very quiet, thumb-sucking 
and withdrawn, crying easily; or she would suddenly start screaming penetratingly (the reason 
for which could mostly not be traced) and if one wanted to rick her up to pacify her, she would 
resist by going stiff. Or, she would throw herself on the floor screaming and kicking, and in such 
a mood would kick other children and tear their hair. Or, she would have fits of laughing when 
she would talk gibberish and throw things about. Her laughing did not appear to be very different 
in quality from her screaming, and the ward-sister described her as looking ‘quite maniac in 
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these phases” which well fitted the quality of behavior she displayed. Her contact was somewhat 
erratic. She had some speech, but it was mostly unintelligible, though she could repeat a few 
meaningful words such as baby, ball, ducky. Investigation of objects mostly by mouth and smell. 
She was mostly clean but not reliably so. Thus, she vacillated between being depressed and 
withdrawn, and over-hilarious and aggressive, which made psychiatric diagnosis difficult. There 
was no doubt, however, that she was severely disturbed. Her mental achievements reached the 
30 months level but emotionally she seemed an infant. 


Six months after admission her behavior had remained unaltered, when therapy was started 
and she was seen three times weekly. At first, this variable behavior was repeated in the sessions, 
and she displayed what might be termed ‘semi-visual-avoidance’, 7.e., sometimes glancing at me 
but very rarely so. In the beginning she seemed to fear water, but this was overcome very soon, 
and she started quite constructive play, undressing, bathing and dressing a doll, and in dismember- 
ing and punching her, getting rid of some of her aggressive feelings. As can be expected, she seem- 
ed overwhelmed by feelings of aggression and guilt which caused her screaming fits, and for 
which an introduction of feeding proved the most effective measure. In particular, she started 
taking (very weak) coffee out of a doll’s feeding bottle, sucking very contentedly. After a few 
weeks of ‘taking the bottle’ she started somewhat more meaningful speech, for instance in con- 
nection with the doll: “wash her hair’’, or “take it off’ (her apron for water play). Some general 
improvement could first be noted after about four months: the psychiatrist in charge observed 
that there was less thumb-sucking, that she was less easily upset, that she was less solitary, and 
the ward sister remarked ‘‘there are no more screaming fits now” 


During the next period she seemed to show some slight obsessional features, being inclined 
to line all play materials up in neat rows, or to sort it by color. In addition, she produced what 
appeared to be compulsive speech, repeating the word ‘blue’. . . “a blue one. .”’ constantly, when 
this did not apply, though, in fact, she knew colors. However, her contact with the therapist 
seemed to improve and while having been mostly mute before, she now addressed me as “‘Nurse”’ 

. “look, nurse, look . . .”’! when she wanted to point something out to me. During this period 
she was also inclined to repeat what had most impressed her in the ward, phantasy and reality 
submerging. ““Nurse Gwen . . . look what Alice has done . . . (pointing) come here... I say!...” 


Asked what Alice had done, she continues pointing at the table . . . “there she i is, ur setting all her 
dinner, naughty girl!” 


Though she started spontaneously to drink out of a cup, the feeding process remained the 
most important event for some time, solid food such as biscuits being added. One morning, an- 
other 5 months after the first stage of improvement, that is, after 9 months of therapy, she 
spontaneously addressed me by name, and whenever calling me “Nurse’’, would correct herself. 
This beginning of taking me in as a person started the final phase when she made very rapid pro- 
gress in her contact with the environment, and after 16 months of therapy her contact with reality 
generally was also expressed in her speech. Thereafter all staff concerned commented on her im- 
provement, and in particular, on how very normal her speech had become. She showed such good 
practical comprehension and initiative, that she had started assisting nursing and school staff to 
mother other children (taking them to the lavatory, etc.). During the sessions her play had be- 
come very near normal and she had lost most obsessional traits; except that she was still inclined 
to investigate an object by giving it a lick or to hold it to her nose, which seemed to indicate that 
early deprivation and feeding problems were not quite resolved yet. This child is in need of a good 
foster-home; with constant normal mothering she might show further improvement. So far her 
IQ remains below the 50 level. 


Concerning the 10 cases of the control group: one failed in a trial for special 
schooling because of lack of concentration. Two are said to have remained rather 
shy and inhibited (one rather monosyllabic in spite of protracted speech therapy). 
One little girl (of 50 + IQ) has returned home. The other children remain attention 
and affection seeking, with lack of concentration at Occupation Centre work. One 
is a cerebral palsy case with variable mood, often having crying fits. One little boy’s 
behavior has greatly deteriorated so that he was moved to a ward for lower grade 
children( smearing faeces, overactive, and so aggressive towards other children that 
he has to be kept restrained for some periods of time). 

Regarding the eight rather complex cases: Three children, two deaf and one 
post-meningitis case are rehabilitated, and at the time of writing two more are in 
the process of being found places in the educational system (one partially deaf and 
epileptic, and one aphasic and epileptic). All five children proved to be of average 
mental ability. One of these, a deaf boy is making most satisfactory progress in a 
school for normal deaf children. The other three children were too old to be placed 
in special schools. But in all these cases the therapist has had comments from other 
staff expressing astonishment about the patients’ altered behavior. 
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Discussion 


The most important finding was that resistance to psychotherapy hardly exists 
with these subnormal institutionalized children (excluding psychotics). Consequent- 
ly a sound transference situation can be established with great ease in a very short 
time. This may well be due to the unnatural life these children lead and their starva- 
tion for affective contacts. Also, lacking inhibitions, they are so near their instinctive 
drives that in conjunction with the reduced resistance their regression to earlier 
phases of development may be reached in a few sessions. These conditions greatly 
lessen the difficulties of therapy in the downward direction and influence the time 
factor, compensating for the fact that little interpretation later lengthens the pro- 
cess of integration. An improvement therefore can be observed not only after a time 
expenditure equal to that with the normal child, but in some cases even after a very 
much shorter period. 

One of the most interesting observations was the development of verbal ability 
in the group of 15 patients who initially appeared to be true imbeciles. In the be- 
ginning their speech was similar to an 18 months old infant, when one word stands 
for a whole sentence. But in the course of a few months they started forming whole 
sentences. And this progress in language development seemed to be directly related 
to a reduction of anxiety as judged by their improved behavior: when temper- 
tantrums, crying, seclusiveness or aggression became rare and ceased, their speech 
would show marked progress. Their more constructive social behavior went hand in 
hand with their greater desire for communication, producing fairly normal speech 
within their limited environmental experience. 

It was found that sufficient comprehension exists down to the 40 + IQ level 
for individual therapy to achieve an alteration of emotional adjustment. It appears 
that beyond that level no impact can be made. Though two of the cases had initial 
1Q’s of 30 and 38, these changed to 44 and 49 respectively showing the patients’ true 
level of comprehension, which was well supported by their general behavior. No 
confirmation could be gained for the claim that higher IQ levels would give greater 
success of treatment. More than half of the group of eight children with specific 
defects were potentially of normal intelligence; therefore their social improvement 
and IQ increment appeared to be more dramatic. But the time required for their 
treatment was no shorter nor was their emotional adjustment any better than that 
of the lower IQ group; in fact, in those cases complicated by epilepsy it was un- 
satisfactory. 

It was found that cases with organic impairment, such as those of cerebral 
palsy or epilepsy, do not profit considerably from therapy. All that can be done is a 
superficial supportive approach which while it lasts appears to improve their emo- 
tional balance; but it seems that no lasting effect can be achieved. Thus, continuous 
individual attention by sympathetic staff is necessary rather than actual psycho- 
therapy. 

The greatest difficulty in undertaking psychotherapy in institutions is the 
patient’s environment. In child guidance work, counseling or treatment of the 
parents often proves to be of greater importance than the treatment of the child 
itself. But it is very difficult, if not impossible, to achieve a therapeutic atmosphere 
for the child under treatment with overcrowded wards and shortage of staff. Never- 
theless, despite these difficulties, psychotherapy with defectives can be very success- 
ful, as has been shown. In particular, it can bring about a change from imbecility to 
educability, which later means the difference between leading an institutional life or 
being a self-supporting citizen. 


SUMMARY 


This report concerns individual psychotherapy with 23 children certified as 
imbeciles. One group of 15 children treated is compared with a control group of 10 
patients left untreated. For another group of eight cases with specific defects the 
method of ‘‘own controls” is used. IQ changes are investigated, and social adjust- 
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ment is described as confirmed by other staff and by different placements. Specific 
aspects which emerged in this work are discussed. 

Though based on very small numbers, this study indicates that individual 
psychotherapy with defectives is both feasible and justified and it is hoped that such 
work will be undertaken by others. 
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CHANGES IN ADJUSTMENT OF INSTITUTIONALIZED FEMALE 
DEFECTIVES FOLLOWING GROUP PSYCHOTHERAPY! 


GEORGE T. WILCOX AND GEORGE M. GUTHRIE 
Adult Guidance Center, Dayton, Ohio The Pennsylvania State University 


PROBLEM 


Essentially, this study supplies evidence relating to the question, “‘Is therapy 
of a primarily verbal nature effective in leading to behavioral changes when it is 
used with groups of institutionalized defectives?” Additionally, it explores one 
aspect of the relation between type of group and effectiveness of therapy, and also 
the interaction of therapist variables and group variables. 

Low intelligence is widely considered contraindicative for psychotherapy, part- 
icularly for those forms which place a strong emphasis on verbal interchange. Recent 
articles have become more liberal in their attitude toward therapy with defectives, 
but the evidence for either the liberal or the conservative point of view remains 
equivocal. Geller®?’, Glassman“), Mehlman“?, and Neham®?, among others, have 
reviewed the recent literature on psychotherapy in relation to mental deficiency. 
The general character of the reported research has been summed up by Neham. She 
characterized the results reported as primarily qualitative and impressionistic, and 
stated that controls were usually inadequate and frequently lacking altogether. She 


‘This report is based on the dissertation of the first author, done under the direction of the second 
author, and submitted to the Department of Psychology of The Pennsylvania State University. The 
cooperation of Dr. Bernard A. Newell, Superintendent, Laurelton State Village, made this study 
possible. Dr. Sidney Siegel and Dr. Leon Gorlow of this University helped with the design of the 
study. 
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summarized the results of the studies that she considered soundest by saying, “. . . 
mental defectives appear to improve within the limits of mental deficiency just as 
normals improve within their particular limitations’, and in about the same pro- 
portion. In view of the nature of the evidence presented, and of the theoretical con- 
troversies involved, it appeared that further basic work is needed. 


PROCEDURE 


The research was conducted at an institution in Pennsylvania for women of 
child-bearing age who are predominantly at the moron level. The patients were 
committed when their behavior became a problem to law-enforcement or other 
agencies. In general, these girls had all been deprived of adequate financial and 
emotional security for most or all of their lives. It was the combination of low intelli- 
gence plus deprivations of many sorts during childhood which produced people who 
were unable to utilize the ability they possessed in order to develop socially accept- 
able modes of behavior. The need for some sort of emotional rehabilitation is 
evidenced by the fact that many persons of similar intelligence are able to take care 
of themselves in the community. 

A total of 150 girls wes drawn from an institution population of approximately 
one thousand. Their Wechsler-Bellevue Full Scale [Q’s ranged from 53 to 90; their 
ages from 15 to 43; and their lengths of residence from one to 27 years. The 150 girls 
were selected by members of the professional staff who knew them well. Fifty were 
selected whose records showed them to be markedly aggressive, 50 who were notably 
conforming and passive, and 50, half of whom showed each pattern. From each of 
these three groups, control groups of ten girls each, 30 girls in all, were drawn at 
random. The remaining 120 girls in the sample were randomly divided among four 
therapists. Each therapist saw one group of each behavior type. There were thus 12 
therapy and three control groups of ten girls each. There were three one-hour therapy 
sessions a week, until a total of 25 sessions had been reached. During the experi- 
ment, girls in the control groups continued with their regular routines. 

It was predicted that the passive groups would show the greatest improvement 
in rated adjustment, because they were expected to mobilize the least resistance to 
therapy. The aggressive groups were expected to make less progress than the passive 
groups. Since it has been stated that homogeneity of group is a necessity for thera- 
peutic progress, it was expected that the mixed groups would show the least im- 
provement. It was also predicted that the control groups would show less progress 
than any of the experimental groups. Finally, it was predicted that some therapists 
would be uniformly more effective than others, and that there would be an in‘er- 
action between individual differences in therapists, and the character of the groups. 

To measure changes produced, a rating form was devised, based largely on the 
critical incident technique. Matrons were interviewed to determine specific actions 
and behavior patterns which suggested that a girl was adjusting well or poorly to the 
institution. These incidents were combined with items adapted from the Hospital 
Adjustment Scale of Ferguson, McReynolds, and Ballachey“?’. The 128 items of 
the final product were divided into four categories: Care of Self and Social Responsi- 
bility, 30 items; Interpersonal Relations, 33 items; Self Control, 40 items; and Work 
and Recreation, 25 items. 

Each girl was rated by three attendants or matrons who knew the girl well. 
With the exception of 6 cases, each girl was rated by the same three women before 
and after therapy. There were 64 raters in all. The rating scale was distributed to 
the raters during the second week of therapy and again during the week following 
termination of therapy. The inter-rater reliability coefficient of this form, as ob- 
tained by the homotypic correlation procedure, was .55. Although low for individual 


prediction, this was considered an adequate value for the technique of data analysis 
used. 


The Therapy. The therapists were four advanced graduate students in psychology. 
One of them had had previous experience with group therapy. The others had had 
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extensive instruction and experience in individual therapy with a strong non- 
directive orientation. In general, the goals of therapy were: (a) to reduce the sus- 
piciousness the girls felt toward outsiders, (b) to release aggressions, (c) to encourage 
feelings of self-confidence and self-worth, and (d) to develop in the girls a feeling of 
responsibility for their actions. It was hoped that those who were able to progress 
through the four stages outlined would develop increased frustration tolerance, 
permitting them to become more socially competent. The girls were encouraged to 
share their misgivings and fears, and to ventilate their feelings of insecurity, inferior- 
ity, and hostility. The therapists offered reassurance, clarification of feelings, and 
interpretation. Through the group discussions they tried to help the girls develop 
more mature ways of meeting their personal needs. Perhaps most important, the 
girls felt that they were accepted as worthwhile individuals. 


RESULTS 


Thirty-six girls, 23 from the experimental and 13 from the control groups, were 
dropped from the study because they were unable to attend a sufficient number of 
sessions, or their rating forms were misplaced or inadequately filled out. The follow- 
ing results are therefore based on a total of 114 girls; 97 experimental and 17 control. 

The score derived from the rating form was the total number of rater responses 
indicative of trends toward adjustment to society. Because the reliability of the 
rating form was not as high as might be desired, and because the statistical assump- 
tions necessary for more conventional treatment were unlikely to be met by these 
data'*. 7, the absolute values of the girls’ scores were disregarded for the purposes 
of analysis. The girls were divided into two groups on the basis of agreement in 
direction of change as rated by at least two of their three raters. A plus was assigned 
to those whose post-therapy scores were higher than their pre-therapy scores; a 
minus was assigned to those whose post-therapy scores were lower. Thus the direc- 
tion but not the amount of change was considered in the analysis. The results are 
shown in Table 1. 


TaBLe 1. Numpers or Grris SHowine CHANGE IN Tota RatInes 
FROM PRE- TO Post-THERAPY AS JUDGED BY A Mavority oF Eacu 
Grrau’s Raters (N = 114). 
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Before the prediction of an over-all difference in improvement between experi- 
mental and control groups could be tested, it was necessary to test for differences 
among the three types of experimental and control groups. The chi-square value 
obtained for differences among the experimental groups could be expected to occur 
by chance 70% of the time when no true difference existed. Therefore, it can be 
stated that there were no differences among the proportions of girls improved in the 
aggressive, passive, and mixed groups. Similarly, the differences among control 
groups were smaller than the corresponding differences among the experimental 
groups. Since there were no differences among the experimental or among the con- 
trol groups, they were grouped into combined experimental and eombined control 
groups. The difference in proportion of improvement between experimental and 
control conditions was significant. For the chi-square value obtained, p is less than 
.02. The frequencies of positive and negative change for all groups seen by each 
therapist were pooled to facilitate comparison with other therapists’ groups. These 
differences among therapists were not significant. 

By means of a technique recently described by Wilson“®, the data were an- 
alyzed to determine the significance of the interaction between therapist and type 
of group. For the obtained chi-square, p is less than .75. There is thus no evidence 
that variation in therapist effectiveness alone or in interaction with different types 
of group was a significant factor in this study. Neither is there evidence that the 
present differences in group composition made a difference. 

All of the statistical tests so far discussed were performed on data derived from 
the total scores on the matrons’ rating form. A similar analysis was performed for 
the scores obtained from each of the four parts of the form. The trends of the differ- 
ences were similar to those described above, but none proved significant. 


DIscussIon 


At the beginning of therapy, the subjects showed little understanding of their 
problems and little ability to deal with them. They were suspicious and hostile to 
outsiders. By most criteria they would be considered unready for therapy. In spite 
of this, four therapists of limited experience, in a little over two months, were able 
to produce statistically significant changes in the experimental groups as compared 
to the control groups. 

There is one factor which weakens this study. The raters must be presumed to 
have known which girls were in experimental groups and which were in control. 
When the nature of the measure of the dependent variable requires intimate know- 
edge of the ratee by the raters, as it did in this study, such contamination seems un- 
avoidable. It is felt, however, that the effect on the data of rater knowledge of group 
composition was minimized. This opinion seems justified primarily in that the items 
were descriptive of overt behavior, and each rater was asked to report only whether 
or not each ratee did the things described. This rating-form structure seems con- 
ducive to maximum objectivity. Since the therapists were temporary employees and 
were not accepted fully into the social structure of the institution, it was unlikely 
that the raters would feel the need to please the therapists by artificially raising the 
scores of the experimental groups. 

The lack of difference in results of therapy between therapists as well as be- 
tween groups of different types was surprising. As has been suggested earlier, the 
work of Powdermaker“, Slavson“?, and several others would lead one to expect 
distinct differences. Both writers state that group homogeneity is essential to thera- 
peutic progress. 

The therapists’ observations agree with those of Slavson that grouping on the 
basis of a symptom produces only a superficial kind of group homogeneity. After the 
therapists became familiar with the individuals in their groups, they were able to 
perceive differences among group members that seemed to have an important bearing 
on group progress. The fact that the subjects of this study were grouped on the basis 
of symptoms may account in part for the finding of no significant differences among 
them. If homogeneity of underlying dynamics is shown to be of major significance in 
group therapy, some criterion of grouping which taps a deeper level of personality 
organization must be used. 
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As has been reported in the literature‘ °, institutionalized defectives seem 
to require greater therapist activity than do normal adult populations. The thera- 
pists in this study began their work with a fairly strong client-centered orientation. 
They soon felt that they were making little progress because the girls seemed to be 
unable to take the responsibility for utilizing the therapy time productively. The 
therapists found that it was necessary for them to take the lead in bringing up topics 
for discussion, encouraging general participation, and holding the group to a topic 
until the members seemed ‘“‘talked out’’, at least temporarily. The girls visibly wel- 
comed the therapists’ leadership. One got the impression that they felt burdened by 
the responsibility for the meetings. In groups where a strong ‘‘assistant therapist’’ 
could be developed, the therapists were able to delegate increasing amounts of res- 
ponsibility. It is suggested that a therapist, especially a relatively inexperienced 
one, who contemplates work with a group of defectives should be prepared to take 
the responsibility for leadership of the group at first. He should have goals for 
therapy clearly in mind, goals derived from his knowledge of the particular institu- 
tion and its patients. He should be prepared to lead the group toward these goals 
until some of the members develop the ability to assume some leadership. 


SUMMARY 


Of a total of 150 institutionalized female defectives, 97 were placed in groups 
which met for 25 meetings; 17 were placed in control groups; and 36 were dropped 
for various reasons before the conclusion of the study. The 97 girls were divided into 
12 therapy groups. The members of four of the groups had previously been classified 
as aggressive, those of another four groups has been classified as passive, and the 
remaining four groups were composed of mixed passive and aggressive girls. There 
were four therapists, each of whom saw one group from each of the three classifica- 
tions, three times a week for an hour. Change after therapy was measured by a 
behavioral rating form which was filled out by matrons and attendants who were 
continually with the girls for the duration of the study. The same rating form was 
filled out before and after therapy. 

The direction but not the amount of change from pre- to post-therapy ratings 
was tested using chi-square. There was a significant difference (p .02) in the number 
of girls showing improvement in the combined experimental as compared to the com- 
bined control groups. No significant differences were found between groups of differ- 
ent types or between therapists. 

It appears that primarily verbal therapy is effective in producing change in 
groups of institutionalized defectives, under the conditions of this study. The results 
of this study lend no support to previous reports of different amounts of improve- 
ment for different types of group or for homogeneous as contrasted with heterogen- 
eous groups. Neither do they lend support to reports of variation in therapeutic 
effectiveness of a given therapist with different types of groups. 
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PERSUASIVE DOLL PLAY: A TECHNIQUE OF DIRECTIVE 
PSYCHOTHERAPY FOR USE WITH CHILDREN 


LESTER MANN 
Camden Area Mental Hygiene Clinic, Camden, N. J. 


DirEcTIVE DoLt PLay THERAPY 


The medium of doll play has been found uniquely suited to the purposes of 
directive psychotherapy with children because of the ‘third person’”’ approach it 
permits“. Whereas a child is ordinarily suspicious of and resistive to any direct 
confrontation with his problems, he is frequently accessible when allowed to deal 
with them on an anonymous level. If his difficulties can be projected onto the stage 
of doll play, he “‘. . . can view objectively what is going on, at the same time that he is 
actively participating in an intimate discussion of his own attitudes’’®: P. 258), 

Levy’s release therapy“), Solomon’s active play therapy“, and Conn’s play 
interview“ ®) are representative of those approaches that may be grouped under the 
rubric of directive doll play therapy. They typically involve the presentation of 
situations or scenes to be dramatized in the person of dolls which are surrogates for 
the patient, significant others in his environment, and his phantasy creations. These 
“‘dramas’”’ may be rendered more realistic by the provision of toy furniture and var- 
ious sets which can be arranged as on a miniature stage®). Their themes, provided 
by the therapist, usually focus ‘. .. upon the concrete difficulties which have arisen 
at a specific time in the child’s life situation” ®: ».**), Within the framework of the 
doll drama, the dynamisms and conflicts that contribute to the latter can be studied 
and treated in statu nascendi. 

The therapist’s role in these proceedings is a varied one. He may simply arrange 
the sets and structure the scenes to be enacted, leaving the play’s subsequent devel- 
opment entirely to the child’s discretion. He may assume “‘the part of the friendly, 
informed adult who is naturally curious to know why the child makes the doll do and 
say what it does when it does” ®: ». 8), A more active interpretative approach may 
be essayed. Finally, the therapist, himself, may assume the role of one or more of the 
dolls, directing the flow of the doll drama in this manner. 


PERSUASIVE Dott PLay THERAPY 

Persuasive doll play therapy may be briefly defined as a technique of inducing 
modifications in behavior through their rehearsal in doll play. Miniature dramas are 
staged which paraphrase the patient’s problems as attributed to a doll surrogate. 
The patient is persuaded to modify the latter’s behavior so as to effect satisfactory 
solutions to its difficulties. Through so doing he tends to adopt and utilize the solu- 
tions as his own. The technique is a derivative of those discussed earlier, with parti- 
cular indebtedness due Conn’s play interview approach. | ecause of its adaptation to 
use with children and the doll play medium, it deviates in a a number of ways from 
the persuasive approach as employed in psychotherapy with adults“. Nevertheless, 
it is in essential agreement with the goals and criteria of the latter, as these are pre- 
sented by Thorne’: Pp. 309816), 

The essential equipment for persuasive doll play is the dolls themselves. While 
makeshift substitutes can be used, an adequate and varied set of miniature dolls, 
representing members of both sexes and of various ages and occupations, will facili- 
tate treatment. Complimentary materials include toy furniture scaled to the dolls, a 
doll house, various vehicles, e.g., trucks, police cars, fire engines. A table top pro- 
vides an adequate stage. Typical stages in the application of persuasive doll play 


may be delineated. These will be accompanied by illustrative excerpts from an 
actual treatment session.? 


‘These have been designated by other writers as controlled, standardized or situational techniques. 
(3,5) Their present consideration as directive approaches serves to emphasize their relationship to, 
and essential identity with, the directive psychotherapies employed with adults. 

*The case excerpts presented in this paper are reconstructions based on the therapist’s notes. 
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1. A scene is planned which creates or parallels a situation in which the patient’s focal problem 
manifests itself. Example: Edward, an eight year old neurotic boy, was violently aggressive to his 
sister. The children’s parents, fearing for the latter’s safety, were hostile and rejective towards 


him. The therapist decided upon a scene showing a boy doll striking a girl doll without provoca- 
tion. 


2. The scene is structured. Example: The therapist told Eddie that they were going to put 
on “a little play”. Toy furniture was arranged to simulate a living room. A girl doll was placed 
in the latter, the therapist announcing that she was playing with her toys. A boy doll was then 
walked across the room and made to strike her. 


3. The patient's initial reaction to the scene is solicited. Example: Eddie watched the above 
presentation in silence. He was urged to comment on it. 


Rm nae Why do you think Johnny did that, Eddie? Why should he just go over and 
sock her 


Eddie: IT don’t know. 
Therapist: Well, make up a reason then, any reason at all. 
Eddie: Well, maybe he don’t like her playing with his toys. 


4. The play is set in progression, the patient being assigned the role of the main doll protagonist, 
the therapist assuming all others. Example: Eddie was instructed to s»eak for Johnny. The ther- 
apist assumed the role of Mary and, later in the play, that of father. Since Eddie was reluctant to 
manipulate his doll, i.e., to simulate movements and actions, the therapist did so for him. 

Therapist: Well, little Mary is crying because Johnny hit her. (Speaking for Mary) ““Why are 
you always so mean to me, Johnny? Why do you always pick on me and hit me?’’ Eddie, you 
answer for Johnny. 

Eddie: (Speaking for Johnny) I don’t care. 


5. The patient is persuaded to modify his doll’s behavior. Various approaches, e.g., suggestion, 
exhortation, interpretation, are used to this nurrose. They are applied either directly or through 
the medium of the other dolls. Example: The therayist placed Mary close to Johnny. 

Therapist: (Speaking for Mary) Johnny, I love you so much. Won’t you please stop hitting 
me so we can be friends and have a good time together? 

Eddie: (Speaking for Johnny) No! 

Therapist: Do you think Johnny’s right, Eddie? Always picking on his little sister. Do you 
think that he might be jealous of her because he thinks his mommy and daddy love her more 
than him and give her more things? Here comes their daddy. (Father doll is made to cross the 
stage and confront Johnny.) “Johnny, your mother and I love you and want you to be hanpy. But 
we get angry at you and can’t be as nice to you as we want when you’re hurting Mary. You should 
take care of her, not hit her! I know that you think that Mommy and I love her more than we do 
you. But that’s not so. You’re a big boy now and can take care of yourself and do lots of things 
that Mary can’t do because she’s so little. So you don’t need as much care as she does. But we 
love you every bit as much. Won’t you please take care of Mary from now on?” 

Eddie: (Urged to respond in a positive way for Johnny) All right. 


Therapist: Why don’t you have Johnny tell his sister that he’ll take care of her and won’t 
hit her any more? 


Eddie: (Speaking for Johnny) I won’t hit you any more, Mary. 


7. The modifications are rewarded. Example: The therapist cleared all the dolls from the 
stage except Johnny. 

Therapist: The next day Johnny’s daddy comes home and finds that he has been real good to 
his sister. He hasn’t hit her. He’s taken care of her and even played with her. (The father doll is 
presented on the stage and walked over to Johnny). ‘‘You’ve been a real good boy today, Johnny, 
and mommy and J are real proud of you. Wasn’t it really better being nice to your sister?” 

Eddie: (Speaking for Johnny) Yes, it was 

Theranist: (Speaking for father) Well, after sunper, just to suow you how happy I am about 
you being so good, we’ll go to a movie together and I’ll buy you that new boat you wanted so 
much. All right? 

Eddie: (Speaking for Johnny) Uh huh! 

Therapist: And from then on, Johnny was alwavs good to his sister and his folks were nicer 
to him too. They didn’t fuss and holler as much at him, and his daddy played with him more 
and gave him more toys, and he was lots happier. That’s the end of the story. 


{ 


Persuasive doll play is best integrated into the therapeutic sequence if intro- 
duced in the initial sessions of treatment. This permits an easier, more natural 
assimilation by the child who may resent the technique as an interference with his 
other play activities if its introduction is delayed till later visits. However, the 
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patient’s resistance is not necessarily a contraindiction to its use. While active parti- 
cipation is desirable, the writer, in several cases where children refused to cooperate, 
staged the plays entirely by himself, with moderately successful results. 

Two to five therapy sessions, with one to three repetitions of the technique per 
occasion, are usually necessary to obtain adequate modification of a specific problem. 
The embryonic tendencies activated by the doll plays need to be repetitively re- 
inforced to properly establish them as habit systems. In addition, favorable modifi- 
cation of the child’s life situation will usually be necessary to maintain and fix his 
improvements. Like other forms of therapy, persuasive doll play does not operate in 
a vacuum. 

The repetitions may repeat the original doll play scene. Preferably, they will 
deal with the problem in other contexts. Reports from home and school usually 
afford a rich source for the latter. Eddie’s hostility towards his sister was thus dealt 
with in plays paralleling a number of instances of its expression, e.g., his anger on 
her birthday, an attempt to push her down the stairs. The scenes need not be verba- 
tim reproductions of actual events; they may be entirely hypothetical in terms of 
plot and persons represented. What is essential is that the dramas highlight the 
problems at hand so as to afford the child opportunities to rehearse satisfactory solu- 
tions to them in the person of his doll surrogate. 

Frequently it will be feasible to present a series of plays in a single therapy 
session, all dealing with separate problems. In Edward’s case, his uncontrolled sexual 
curiosity, sibling rivalry, and provocative attitudes towards his parents were dealt 
with in separate plays following one on the other. 

The technique requires little time for its administration. This permits the use 
of other treatment approaches on the same occasion. To facilitate the latter, it is 
preferable to suggest the plays in the initial part of the hour. In this manner the 
patient comes to regard them as constituting a procedure apart from the remainder 
of his visit, one with little or no relationship to it. The therapist is thus enabled to 


effectively shift from his original directive role to totally diverse ones, e.g., permit- 
ting the child to engage in entirely spontaneous play activities, at the close of the 
doll dramas. The indications and limitations of persuasive doll play will be dis- 
cussed after the presentation of several case studies which will serve to specify and 
clarify its use. 


ILLUSTRATIVE CASES 


1. Harriet, a six year old, was referred with a variety of problems that had been 
precipitated by her entrance into school. She repeatedly exposed herself on the 
school bus by squirming about on her seat; this was regarded as a sexual delinquency 
by the schoo] authorities. In class, she was hyperactive, indiscriminately kissed other 
children, and cheated. Disciplinary attempts had little effect. 

Upon examination, Harriet was indicated to be a bright average child who, 
while immature and eroticized, did not appear to be suffering from any intensive 
neurotic involvements. Improper parental attitudes and training seemed largely 
responsible for the difficulties she now presented. The treatment process concen- 
trated upon the correction of these and on helping Harriet adopt a more mature and 
responsible orientation. Persuasive doll play was the principal approach to the 
latter. The child’s exposures on the school bus were dealt with as follows: 

The theranist informed Harriet that they were going to put on a play about a little girl who 


was riding on the school bus. A few chairs were used to simulate the latter. A girl doll was placed 
on one. 

Therapist: Here is little Grace. She’s a real nice girl and everybody likes her a whole lot. But 
she isn’t very careful. Even though she’s a big girl now she doesn’t sit right in the school bus. 
She’s always jumping around so that her dress goes way back and she shows herself. (The therapist 
simulated the actions he described by appropriately manipulating the girl doll.) You speak for Grace 
Harriet, and I'll talk for the bus driver who’s coming to talk to her. (Speaking for the bus driver) 
“Grace, I like you but you shouldn’t throw your legs up in the air. It isn’t nice. Why do you do 
it?” 

Harriet: (Speaking for Grace) I don’t know. It’s fun. 
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Therapist: (Speaking for driver) Well, I wish you wouldn’t do it. You're too old for that. 
Won’t you sit still from now on? Then I won’t have to fuss all the time. 


Harriet: (Speaking for Grace) All right, I’ll try. 
The therapist then informed Harriet that Grace had gotten off the school bus and was going 


home. She was asked to walk the doll to a spot designated as home. Another figure, representing 
the father, was brought to the fore to confront Grace. 


Therapist: (Speaking for father) Well, Grace, I hear you’ve been throwing your legs up in the 
air on the bus. We wish you’d stop doing that. People don’t think it’s nice that a girl as old and 
as smart as you should be doing such babyish things. 

Harriet: (Speaking for Grace, upon urging of the therapist) All right, I won’t do it any more. 
The bus driver asked me to stop too. 


Therapist: (Speaking for father) That will be fine. You’ll see how much more fun you'll have. 
The driver and the teacher won’t holler at you any more, either, if you’ll quit doing it. 


Other plays, structured and enacted in similar fashions, dealt with Harriet’s 
other school problems. Within four treatment hours, these all reached satisfactory 
solutions. Her mother withdrew her from treatment at this point. The therapist’s 
work with mother and his good relationship with the child were undoubtedly im- 
portant contributants to Harriet’s improvement. However, persuasive doll play 
therapy would appear to have been the agent responsible for the specific gains 
registered. 


2. Sarah, a semi-blind girl of nine, was referred from a state school for the 
blind because of excessive shyness, withdrawal tendencies and eating phobias. She 
was seclusive, refused to interact with the other children, and was fearful of strang- 
ers. Most problematic was her refusal to eat with the other children and her nausea 
when compelled to do so. The treatment plan for Sarah quite necessarily required 
the provision of a warm supportive relationship by the therapist. This established, 
the child’s social anxieties were combatted by directly introducing her into different 
social milieus, e.g., she was taken to visit a pet shop, a department store, ete. Her 
specific problems were dealt with through the medium of persuasive doll play. The 
child’s eating problems formed the first focus of treatment. 

The therapist placed a group of boy and girl dolls on the stage and simulated play activities. 
A single girl doll was then presented, standing at a distance from the group. 


Therapist: Sarah, let’s make up a play. Here’s little Joan. Everybody likes her. But she 
don’t seem to like them cause she won’t play or eat with them. Does she like them? 


Sarah: Yes. 
Therapist: Then why won’t she eat with them? 
Sarah: She don’t want to, that’s all. 


Therapist: But all the other children like her so much. Maybe they’ll think she don’t like 
them. Here comes one of the boys over to speak to her. (Boy doll 1s brought over to confront Joan.) 
You speak for her after he talks. (Speaking for the boy doll) “Hello, Joan, won’t you come and 
eat with us?” 


Sarah: (Speaking for Joan) No, I wont. 
Therapist: (Speaking for boy) Please, we’d like you to. 
Sarah: (Speaking for Joan) I don’t want to. 


Therapist: The other children must feel real bad because she won’t eat with them. You’d 
feel real bad too, if you liked some one and she didn’t seem to like you. (Speaking for the boy doll) 
“‘Won’t you please eat with us just once?” 


Sarah: (Speaking for Joan) All right. 


The therapist then suggested that Sarah place Joan among the other children. She did so. 
Several of the other dolls were made to tell Joan how glad they were to see her eating with them 
again. The therapist finally manipulated the group to suggest their going off in a happy throng. 


Several repetitions of the above scene, with slight modifications, sufficed to 
persuade Sarah to join her school mates at meal time and to eat without discomfort. 
Other plays induced greater and more decisive social activity. One set encouraged 
her to stand up to a bully who was victimizing her. By learning to express aggression 
through the person of her doll surrogate, she became able to successfully cope with 
the latter, and to be more generally self assertive as well. Seven sessions sufficed for 
satisfactory improvement of the child’s problems. 
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3. Billy was the four year old son of an unknown negro father and a white 
mother of poor socioeconomic status. The latter had raised him as a white boy, in 
the small southern city that was their home, and had indoctrinated him with a 
strong anti-negro bias. Community pressures finally compelled his surrender to 
welfare authorities who placed him in a negro foster home till permanent adoption 
by a negro family could be arranged. The child, however, refused to accept his 
changed status. He insisted he was white, called the foster parents ‘dirty niggers”’ 
and refused to eat with the foster father. He also made persistent attempts to claim 
white women that he met as his mother, going so far as to attempt accompanying 
them to their homes. Billy, upon examination, was revealed as a normal child of low 
average ability. Short term therapy, centered upon the problem of accepting his 
changed status, was instituted. One of the first areas focused upon was that of Billy’s 
name calling. 

Therapist: (Placing a negro boy doll on the stage) Here is Jack. He’s a little colored boy who is 
always calling the people he stays with ‘dirty niggers’. Why? 

Billy: He’s a white boy and he wants to go to his mama. 

Therapist: But he’s not a white boy. He just thinks he is. He’s a colored boy and he has to 


stay = — colored mama and daddy. They love him a whole lot. Are they nice to him? 
illy: Yes. 


Therapist: But he hurts their feelings all the time—calling them those names. He’s just as 
good as white boys and girls but colored boys and girls live with colored people and white boys 
and girls live with white people. Here’s his colored daddy talking to him. (A doll representing a 
negro was set in front of the boy doll.) ‘Jack, we love you a whole lot and want to make you happy 
but you keep calling us those names and that makes us feel bad. Won’t you please stop it?” 

Billy: (Speaking for Jack) All right. i 

Billy’s behavior at home improved markedly after this play. Several repetitions 
brought complete acceptance of the foster father. Other plays dealt with Billy’s 
wandering off with white women whom he accepted as his mother. The following 
replicated an actual incident which was altered to the therapeutic purpose. 

“Jack” was placed upon the stage. 

Therapist: Here is little Jack again. He’s been sent to the grocery store to buy some things 
for his colored mama. Here come some white people to buy things. (A male and a female doll are 
presented.) They’ve just bought their stuff and they’re going home now. What does Jack do? 

Billy: He goes with the white folks. 

Therapist: Why? 

Billy: He’s white. 

Therapist: But he isn’t white and he’s going to have to make up his mind that he’s really 
colored. Here’s his mama calling him on the phone. (A negro doll was placed on the stage some 
distance from the others.) “Hello, Jack. Please come home and bring the things I asked you to buy. 
You’re a colored boy and should stay with the colored folks who love you and are good to you.” 
Who does he go to? 

Billy: The white folks. 


Therapist: He can’t do that. He’s going to have to go with the colored folks. Let’s make 
him go to them. 
Billy: O. K. (He placed the colored boy doll by the side of the female colored doll.) 
Within six sessions of persuasive doll play, Billy had accepted his new status. 
Two years later, he was making a normal adjustment to his adoptive parents. 


4. The final case represents a partial failure of technique. It demonstrates the 
limitations of persuasive doll play when the child’s life situation cannot be adequately 
modified. However, it is also indicative that even under unfavorable conditions, 
the technique may be of value, both in encouraging more adequate solutions and as 
a diagnostic procedure. Dorothy, a nine year old girl of superior ability, had devel- 
oped a school phobia, refusing to attend unless her mother could remain with her in 
class. Attempts at compulsion resulted in crying, complaints of illness, stomach 
aches, and inability to eat. 

Persuasive doll play was employed as an adjunct to a more general therapeutic 
program, a number of plays being staged to “‘persuade”’ Dorothy to attend school by 
herself. She finally agreed on the condition that her mother take her there and meet 
her for lunch. The latter, however, an extremely neurotic woman, was unable to 
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leave the school grounds because of her anxiety over the outcome. Her effort thus 
contaminated, the child once again refused to attend school. 

On one occasion thereafter, Dorothy announced that she would put on a play 
that the therapist liked. With great dramatic flair, she staged a drama about a 
little girl who decided to return to school and live happily ever after, with great ap- 
preciation by all for her effort. The following day she once again refused to attend. 
Her play had clearly been a mockery of the therapist’s intentions. However, it 
also suggested that the anxiety motivating the phobia had been dissipated and that 
power and pleasure motifs were presently being served by the latter. It had further 
become apparent, at this point, that Dorothy’s mother was unconsciously encourag- 
ing her resistance to school. Despite recommendations to the contrary, she was 
making Dorothy’s stay at home an extremely pleasurable experience. Nor was it 
possible to modify her behavior in this respect. Accordingly, she was instructed to 
return the child to school regardless of the protests and complaints that might ensue. 
After an initial tearful morning, Dorothy became, and remained, an active happy 
student. 

DIscUssION 


We are frequently able to induce modifications in behavior through doll play, 
where attempts at direct persuasion fail. The projection of the child’s problems onto 
the doll stage bypasses the usual resistances to their discussion. Interpretations are 
more readily accepted and integrated. Suggestions tend to pass into action. The be- 
haviors he rehearses in the person of his doll surrogate become the child’s own. With 
reinforcement forthcoming from the environment, their repetition and permanent 
adoption are encouraged. 

Persuasive doll play is primarily a symptomatic therapy, dealing, at best, with 
the dynamic core of the child’s problems in an indirect fashion. It motivates the 
child without allowing him to work through or resolve his problematic feelings. It 
will teach the therapist little that is new about his patient. These are genuine limita- 
tions. They are, however, less objectionable than might appear, since the technique 
may be used in conjunction with other, more dynamic and insightful, approaches. 

To recommend persuasive doll play is its frequent ability to effect quick changes 
in behavior, and its suitability to children who are unable to benefit from standard 
therapeutic procedures, whether because of emotional resistances or physical handi- 
caps. The technique is most successful in those instances where situational factors 
abound, where the child’s conflicts are still externalized, and where parents and other 
significant figures are amenable to change. In closing, it should be noted that the 
technique creates resistances to its continved repetition and, in the writer’s exper- 
ience, loses effectiveness through prolonged use. This limitation, however, seems & 
general one for directive approaches to children @?. 


SUMMARY 


Persuasive doll play is a technique for inducing modifications in behavior 
through the medium of doll dramas. Persuaded to effect solutions to the problems 
faced by a doll surrogate, the child tends to adopt and utilize them as his own. This 
paper outlines the dynamics of persuasive doll therapy with illustrative cases. Per- 
suasive doll therapy operates primarily on symptomatic levels and is effective in 
modifying reactions to situational factors. 
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PROBLEM 


The problem of evaluating outcome of therapy in mental disorders has been 
stated by many authors recently @: ® ?, 16, 2% 5). The importance of such evaluation 
lies not only in its medical-social but also in its research significance. Comparison 
of differing therapies, development of prognostic indicators, and many other vital re- 
search tasks cannot be adequately tackled without reliable and valid measures of the 
dependent variable, outcome. 

In a recent book “® the results of a program of research on outcomes of client- 
centered therapy were reported. The investigators decided“* »- * that it was 

‘... quite impossible at the present time to define ‘success’ or ‘adjustment’ in such a 

way that the definition is both operationally clear and acceptable to all”. They 
planned “* ». ) “. . . to substitute many specific variables, each operationally des- 
cribed, for the global criterion of ‘success’ ”’. They hoped that they would then be 
able to make statements like this“ »- *‘): ‘“‘Client-centered therapy, operationally 
defined in this way, tends to produce changes a, b, d, and f, in clients. No change is 
found in characteristics c and e’’. It was thought that on such a basis sound value 
judgments as to success of therapy could then be made. In one important respect the 
results of this research were very strange. In his final overview Rogers refers to 
“the problem of perceptual vantage points”, and says: 

When the client describes himself, and is in turn described on the same instrument by a 
diagnostician, the correlation is generally low . . . When the clients describe their behavior, and 
their friends describe their behavior on the same instrument, the correlation is low . .. . When 
two diagnosticians report objectively their diagnostic picture of a client, the correlations between 
the two are in the thirties and forties . . .. When two friends observe the behavior of each client, 
the correlation between the observations by the “first” friend and the observations by the 

“second’”’ friend is in the twenties . . .. When one psychologist analyses the TAT from one orienta- 

tion, and another psychologist from ‘another, the correlation is low, or in some aspects even nega- 


tive. ... Yet in every one of these instances the individual observer or perceiver... . exhibits a 
high degree of consistency with himself in his repeated observations and judgments “5. Dp, 431-2), 


These results strongly suggest that the main problem is one of validity rather 
than of reliability. It turns out that statements can be made only in this form: 
“Client-centered therapy produces changes a, b, d, and f in clients, when these are 
measured from the perceptual vantage point of 0’’, where 0 must be specified as the 
client, the friend, or a particular diagnostician. Confronted with this picture of 
utter fragmentation of criteria, the present authors decided to test the general 
hypothesis that there is order in the data somewhere. For this purpose factor analysis 
seemed the most appropriate tool. The procedure adopted was modelled after a 
number of recent studies of ‘occupational success’ “* ™. It was felt that, since 
the protagonists of therapy are therapist and client, estimates from these two per- 
ceptual vantage points should provide the major part of the matrix. If there really 
were such vantage points, these should appear as factors. If fragmentation were 
complete, these factors should be uncorrelated, and estimates from other vantage 
points should neither appear loaded on the factors nor correlate among themselves. 


PROCEDURE 
Subjects. The sample was composed of 31 lower-middle and middle class cau- 
casian clients. There were 19 males and 12 females, with mean age of 27 years. They 
included 18 students and 13 non-students. Diagnostically, the clients ranged from 


borderline psychotic to slight maladjustment. All were seen by experienced ther- 
apists. 


‘This investigation was supported by a research grant (PHS M 903) from the National Institute 
of Mental Health, of the National Institutes of Health, Public Health Service. 
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Measures. All measures employed in the present study have been fully des- 
cribed by their originators. Variables were selected which both fitted the purposes of 
this investigation and were available on all 31 clients. They included a number of 
estimates from therapists using 9-point rating scales“*), a number of measures de- 
rived from clients’ Q-sorts and other self-descriptions “’: 47» ™, a blind diagnostic 
rating of mental health from TAT protocols®’, the California E-scale“ ?), and a 
description of the client by a lay observer using the Willoughby Emotional Maturity 
Scale “+ *), The measures and their reliabilities are shown in Table 1. All coefficients 
in Table 1 are uncorrected. Those for variables 1, 2, 3, 4 and 8 are rate-rerate re- 
liabilities. The remainder are test-retest reliabilities on control subjects. 


TABLE 1. MEASURES AND RELIABILITIES 








Z 
9 


Measure Reliability 





Therapist’s rating of success of therapy 

Therapist’s rating of client’s personality integration 
Therapist’s rating of client’s liking for therapist 
Therapist’s rating of therapist’s liking for client 

Client’s self-ideal correlation 

Client’s Q-adjustment score 

Client’s self-rating on Willoughby E-M scale 
Diagnostician’s rating of client’s mental health from TAT 
California E-scale 

Lay observer’s rating of client on Willoughby E-M scale 
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Matrices. Two matrices of intercorrelations were prepared. The first concerned 
measures taken at the end of therapy. The second concerned differences between 
measures taken before and after therapy. Since high ethnocentrism as measured 
before therapy is associated with low success ratings °: *, scores on this variable were 
reflected in sign before correlating. As analysis progressed, questions were raised 
concerning measures taken before therapy. Accordingly a third, pretherapy matrix, 
was also prepared. 


Factor analysis. The method was Thurstone’s full centroid analysis®. Factor- 
izing was stopped according to a combination of three criteria: (a) Ledyard Tucker’s 
criterion, as given by Thurstone®® »-. 6; (b), Thurstone’s criterion of approximate 
normality in the distribution of residuals® ». ™); and (c), the criterion used by 
Guilford and Lacey). Centroid factors were rotated to oblique simple structure. 
Significance of loadings was determined by Burt’s empirical criterion, as given by 
Thomson “®: ». 3). For samples of 31 persons and 10 variables, loadings significant 
at the 5% level must be at least .35 for the third factor extracted. 


RESULTS 


The post-therapy matrix. The correlation matrix of post-therapy scores and the 
rotated factor matrix are shown in Table 2. Out of 45 correlation coefficients in 


TaBLe 2. Post-TuHerapy CoRRELATION Matrix AND RotatTep Factor Matrrix* 








Correlation matrix Factor matrix V; 
4 5 6 7 10 A 
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*Note—decimal points omitted throughout. 
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Table 2, 18 have values greater than .46, and are significant at the 1% level. The 
matrix is well beyond chance expectancy. Centroid analysis yielded three significant 
factors. Only one rotation was required to reach good simple structure. Cosines of 
angles between reference vectors were: COS), = —.538; COSy. = .215; coSp. = .248. 

Factor A contributes significantly to the variance of variables 5 through 10. 
Three of these are the client variables 5, 6 and 7. They represent the client’s own 
perceptions of the comfortableness or maturity of his adjustment. It seems appro- 
priate to call this factor “client satisfaction”. The finding that diagnostician and 
observer estimates correlate significantly with this factor argues that it represents a 
set of client characteristics on the grounds of which at least three perceptual vantage 
points are significantly in agreement: client, diagnostician and lay observer. 

Factor B contributes significantly to the variance of variables 1 through 5, 
though the last of these has a coefficient only half the size of the first four. Variables 
1 through 4 are all therapist estimates, and the factor clearly represents a set of 
things influencing the therapist’s view of the outcome of therapy. It seems appro- 
priate to call this factor “‘therapist’s view of success’’. As it stands, it seems to repre- 
sent something on the grounds of which the therapist’s perceptual vantage point is 
almost entirely unrelated to any other perceptual vantage point represented in the 
matrix. 

Factor C contributes significantly to the variance of variables 1, 2, 3, 6, 8, and 9. 
The three highest coefficients are for the rating of personality integration, the TAT 
mental health rating, and the E-scale with reflected scoring. The latter two variables, 
8 and 9, have their highest correlations with Factor C. It is possible then that the 
factor represents a set of client characteristics concerned with response to others. 
This hypothesis seems supported by the finding that both client and observer esti- 
mates on the Willoughby Emotional Maturity Scale are uncorrelated with the factor. 
This scale is almost devoid of interpersonal items. Comparably, the client’s self-ideal 
correlation represents within-self adjustment and is uncorrelated with the factor. 
The Q-adjustment index, however, does contain items with interpersonal reference, 
and this variable correlates with the factor. 

It further seems reasonable that the therapist would make use of client ex- 
pressions concerning response to others in rating personality integration, success of 
therapy or degree to which client likes therapist. He would not be (or would not 
wish to be) influenced in his own liking for the client by such expressions however. 
On all available evidence, then, it seems appropriate to call Factor C ‘“‘client’s res- 
ponse to others’. It represents a set of characteristics on the grounds of which at 
least three perceptual! vantage points are significantly in agreement: therapist, client 
and diagnostician. 

The cosines between reference vectors, as given above, indicate that the primar- 
ies on Factors A and B correlate positively; that is, there is a fair amount of overlap 
between the perceptual vantage points of therapist and client with regard to success 
and satisfaction at the end of therapy. The primary on Factor C is somewhat nega- 
tively correlated with the other two. These results raise several questions: 


1. Why are therapist and client estimates represented on different factors? 

2. Why do they overlap to the extent they do? 

3. Why, if the interpretation of Factor C is correct, is client response to others 
somewhat negatively correlated with success and with satisfaction? 


4. Why should success ratings show high loadings on factors relevant to the 
status of clients at the end of therapy? 


In regard to the last question, it is conceivable that all clients enter therapy 
with about the same level of adjustment, so that those who have higher adjustment 
status at the end are those who have made greater improvement. However, it is 
known that clients do not all enter therapy with the same level of adjustment “®. A 
second possibility is that success ratings are based on absolute level of adjustment 
achieved at the end of therapy, and are uninfluenced by degree of improvement. 
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Whether or not success ratings are influenced by degree of improvement can be ex- 
amined in the matrix of differences between measures taken before and after therapy. 


Examination of this matrix may also provide information relevant to the first three 
questions raised above. 


The change matrix. The change matrix consists of the intercorrelations of differ- 
ence scores on 9 variables and the success rating made after therapy. The other 
therapist ratings, for both before and after therapy, were all made at the close of 
therapy. The assumption is made that the therapist’s memory of his impression of 
the client at the beginning of therapy and his actual impression at that earlier time 
are highly correlated. The correlation matrix of change scores and the rotated factor 
matrix are shown in Table 3. Out of 45 correlation coefficients in Table 3, 6 have 
values greater than .46 and are significant at the 1% level. No variable has less than 


one coefficient significant at the 5% level, and most have two or mere significant 
coefficients. 


TABLE 3. CorRELATION Matrix oF CHANGE ScORES AND RotTateD Factor Matrix* 








Correlation matrix Factor Matrix V2 
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*Note—decimal points omitted throughout. 


Centroid analysis yielded two significant factors. Only one rotation was re- 
quired to reach essentially orthogonal simple structure. The cosine of the angle be- 
tween reference vectors-was: cos = -.018. Factor P contributes significantly to the 
variance of variables 5, 6, 7, and 9. These are the three client variables and the E- 
scale. The factor seems similar to Factor A of the post matrix, except that variables 
8, TAT, and 10, lay observer, are missing. It seems therefore to be a factor of 
changes in client characteristics as perceived by the client. 

Factor Q contributes significantly to the variance of variables 1, 2, 3, 4, 8, and 
10. These are the four therapist variables, the TAT and lay observer. It seems to 
represent a set of changes in client characteristics on the ground of which three per- 
ceptual vantage points are significantly in agreement: therapist, diagnostician and 
lay observer. 

Results on the change matrix yield some answers to the questions raised earlier: 

1. Therapist and client estimates of status at the end of therapy are likely 

represented on different factors because the change events leading to outcome 

status were viewed very differently. 


2. No positive evidence is available as to why therapist and client estimates 
overlap to the extent they do at the end of therapy. The negative evidence sug- 
gests that the overlap is not due to events of change during therapy. This leaves 
it possible to conclude that the overlap must be due to something associated 
with the status of clients at the end of therapy. A likely possibility is that in the 
last one or two interviews, client expressions of satisfaction or dissatisfaction 
affect the opinions of the therapist sufficiently to produce the overlap. On this 
view, however, and given the structure of the matrix in Table 3, such an effect 


upon the therapist must have been quite general in its impact: all his several 
estimates are shifted en bloc. 
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3. No evidence is available on the relation of Factor C to Factors A and B, 
since no third factor emerges. In so far as the E-scale is thought to have diag- 
nostic properties, it is interesting that it correlates with the client change factor 
but not with the therapist change factor. The reverse is true for the TAT. These 
two were unanimous in their factorial behavior on the post-therapy matrix. It 
may be that whatever is involved in Factor C, response to others, becomes 
relatively unitary only toward the close of therapy. 


4. It seems clear from Table 3 that the therapist’s rating of success is indeed 
influenced by degree of improvement, at least as this is seen by himself, the 
TAT diagnostician, and the lay observer. It follows that success ratings are 
not based solely on absolute level of adjustment at the end of therapy. 


The question still remains, however, as to why success ratings show high loadings 
on factors relevant to the status of clients at the end of therapy. Could it be arti- 
factual? Given that clients entering therapy do differ in adjustment, and given that 
success ratings are influenced by degree of improvement, the possibility arises that 
those who show greater improvement are those who were better adjusted to begin 
with. On this argument, the initial order relationships between clients in terms of 
adjustment would be maintained over therapy. Degree of improvement would be 
correlated with adjustment status both at the end of therapy and before therapy. . 
Therapist ratings of success, if made on the basis of degree of improvement, would 
then show artifactual correlation with post-therapy adjustment status and also with 
pretherapy measures. The first question, then, is whether or not clients rated as more 
successful were better adjusted on entering therapy. To examine this question, the 
pretherapy matrix was computed. 

The pretherapy matrix. The correlation matrix for 9 pretherapy variables and 
the success rating is shown in Table 4. In Table 4, variables 3 and 4 have no signi- 
ficant coefficients at all. There is a doublet for variables 2 and 8, providing each with 
its single significant coefficient. Factorization was therefore considered inappro- 
priate. However, a cluster emerges on variables 1, 5, 6, and 7, for which there are 
vanishing tetrad differences. While variable 9 appears related to the cluster, its in- 
clusion yields non-vanishing tetrads. 


TaBLeE 4. CoRRELATION Matrix oF PRETHERAPY ScorREs* 
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It seems then that the pretherapy matrix contains essentially one common 
factor, which contributes to the variance of variables 1, 5, 6, and 7. These are the 
success rating and the three client estimates of adjustment. Clients rated as more 
successful tend to be those who considered themselves better adjusted to begin 
with. The argument for artifactual correlations between success ratings and post- 
therapy factors, however, rested upon the assumption that initial adjustment status 
and degree of improvement were correlated. In the change matrix of Table 3, it was 
seen that success ratings were unrelated to changes in client estimates. Hence the 
argument does not hold. Indeed, the correlation between Q-adjustment scores before 





SUCCESS AND SATISFACTION IN PSYCHOTHERAPY 25 


therapy and change scores on the same measure was found to be r = —.25, non- 
significant. With respect to other estimates of initial adjustment, the pretherapy 
matrix gives no support for the possibility that clients rated as more successful were 
better adjusted to begin with. Here, too, then, the argument does not hold. 

It seems clear that therapists in this study were basing their judgments of suc- 
cess on two things: their estimates of client change and their estimates of the ab- 
solute level of adjustment of clients at the close of therapy. 


DISCUSSION 


The results of this study show that outcome criteria for psychotherapy are not 
as fragmented as implied by Rogers in posing the problem of perceptual vantage 
points. For each of two post-therapy factors and one change factor it was found 
that three perceptual vantage points were significantly in agreement. The existence 
of a multiple-factor simple structure in both change and post-therapy matrices, how- 
ever, and the differences between these two matrices, argue that outcome criteria 
cannot be considered as unitary. Results on the change matrix, for example, show 
that measured changes in the client’s estimate of himself bear little relation to changes 
estimated from other vantage points. 

These findings have an important bearing upon the development of multiple- 
criteria as dependent variables of outcome. Several such attempts have been made 
recently @: 7, 16 28), each one including estimates from both client and therapist, as 
well as other judgments. Such multiple-criteria would seem to confuse both the 
issues and the results by adding up non-additive entities. The development of multi- 
ple-criteria requires that sub-variables be measuring the same thing. On the present 
analysis, that same thing is a known factor of outcome. 

Under inclusion of more diagnostic variables, estimates from more friends, from 
the family“, or from other members of society in general“? P- 7), it is possible 
that factors representing primarily these other vantage points would be discovered. 
Such findings would only augment the validity problems already raised by the present 
results. Which factor is to be chosen as dependent variable? Is one more valid than 
another? Shall it be a change factor or a status factor? 

The findings in regard to success ratings in the present study raise crucially the 
issue between change measures and status measures of outcome. Neither is intrinsi- 
cally more objective than the other. Both may be meaningfully interpreted only in 
relation to some norm. The norm itself may be actuarially derived, as suggested by 
Zubin °°. P. ®); or it may derive from a theoretical viewpoint, such as Goldstein’s con- 
ception of the healthy organism“, or Rogers’ definition of the psychologically ad- 
justed personality “*: »- §8), The norm then defines which direction of change is to be 
considered as improvement, or it defines the standard against which absolute judg- 
ments of status can be measured. 

Discussion of the relative merits of change versus status measures of outcome 
is beyond the scope of this paper. The present results on success ratings, however, 
indicate that the therapists combined estimates of both kinds, with unknown weights. 
If such ratings are to be used in future studies, it seems desirable that the bases of 
judgment be clearly specified as to either change or status or both separately. 


SUMMARY 


The problem raised by Rogers concerning perceptual vantage points in criteria 
of outcome for psychotherapy was examined by use of factor analysis. Ten criterion 
variables, four from therapists, three from clients, one from a diagnostician, one 
from a lay observer, and the California E-scale, were intercorrelated over 31 clients, 
who had had client-centered therapy. Matrices for post-therapy scores, change scores 
and pretherapy scores were prepared. Results were as follows: 


1. The post-therapy matrix yielded three factors: client satisfaction, therapist 
view of success, and client response to others. On the first, client, diagnostician, and 
lay observer were significantly in agreement. On the second, the therapist stood 
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alone in his views. On the third, therapist, client and diagnostician were significantly 
in agreement. There was some overlap between the first and second factors. 


2. The change matrix yielded two factors: client view of change and therapist 
view of change. While the E-scale agreed with the client factor, the diagnostician 
and lay observer agreed with the therapist factor. There was no relation at all be- 
tween the two factors. 


3. The pretherapy matrix was not factorizable. One cluster did emerge, name- 
ly between the three client variables and the success rating. 


REFERENCES 


1. Avorno, T. W., Frenxet-Brunswik, Ess, Levinson, D. J. and Sanrorp, R. N. The authori- 
tarian personality. New York: Harper, 1950. 

ag F. Some test correlates of response to psychotherapy. J. consult. Psychol., 1953, 17, 

5-241. 

3. Burtier, J. M. and Haicu, G. V. Changes in the relation between self-concepts and ideal con- 
cepts consequent upon client-centered counseling. In C. R. Rogers and Rosalind F. Dymond (Eds.), 
Psychotherapy and personality change. Chicago: Univer of Chicago Press, 1954, p. 55-75. 

4. Dymonp, Rosauinp, F. An adjustment score for Q sorts. J. consult. Psychol., 1953, 17, 339-342. 

5. Dymonp, Rosauip, F. Adjustment changes over therapy from Thematic Aperception Test 
ratings. In C. R. Rogers and Rosalind F. Dymond (Eds.) Psychotherapy and personality change. 
Chicago: Univer. of Chicago Press, 1954. Pp. 109-120. 

— K. The concept of health, disease and therapy. Amer. J. Psychother., 1954, 8, 745- 


7. Gorpon, T. and Cartwriaut, D. 8. The effect of psychotherapy upon certain attitudes towards 
others. In C. R. Rogers and Rosalind F. Dymond (Eds.), Psychotherapy and personality change. 
Chicago: Univer. of Chicago Press, 1954. Pp. 167-195. 

8. Gorpon, T., Grummon, D. L., Rocrrs, C. R. and Seeman, J. Developing a program of research 
in psychotherapy. In C. R. Rogers, & Rosalind F. Dymond (Eds.). Psychotherapy and personality 
change. Chicago: Univer. of Chicago Press, 1954. Pp. 12-34. 

9. Guttrorp, J. P. and Lacey, J. T. (Eds.). Printed classification tests. Army Air Forces Aviation 
Psychol. Program, Res. Rep. No. 5., Washington, D. C.: U. 8. Govt. Print. Off., 1947. 

10. Heron, A. Satisfaction and satisfactoriness: complementary aspects of occupational adjustment. 
Occup. Psychol., 1954, 28, 140-153. 

11. Kristy, N. F. Criteria of occupational success among post-office counter clerks. Unpublished 
doctor’s dissertation, Univer. of London, 1952. 

12. Mysrs, J. K. and Autp, F., Jr. Some variables related to outcome of psychotherapy. J. clin. 
Psychol., 1955, 11, 51-54. 

13. Rogers, C. R. Client-centered therapy. Boston: Houghton Mifflin, 1951. 

14. Rogers, C. R. Changes in the maturity of behavior as related to therapy. In C. R. Rogers and 
Rosalind F. Dymond (Eds.), Psychotherapy and personality change. Chicago: Univer. of Chicago 
Press, 1954. Pp. 215-237. 

15. Rocsrs, C. R. and Dymonp, Rosatinp F. (Eds.) Psychotherapy and personality change. Chicago: 
Univ. of Chicago Press, 1954. 

16. Rossensera, 8. The relationship of certain personality factors to prognosis in psychotherapy. 
J. clin. Psychol., 1954, 10, 341-345. 

17. Rorrer, J. B. Social learning and clinical psychology. New York: Prentice-Hall, 1954. 

18. Seeman, J. Counselor judgments of therapeutic process and outcome. In C. R. Rogers and 
Rosalind F. Dymond (Eds.), Psychotherapy and personality change. Chicago: Univ. of Chicago 
Press, 1954. Pp. 99-108. 

19. . Tuomson, G. H. The factorial analysis of human ability. (5th Ed.) Boston: Houghton Miffin, 
1951. 

20. Txuurstons, L. L. Primary mental abilities. Psychometr. Monogr., 1938, No. 1. 

21. Tsuurstons, L. L. Multiple-factor analysis. Chicago: Univer. of Chicago Press, 1947. 

22. Tovaas, R. R. Ethnocentrism as a limiting factor in verbal therapy. In C. R. Rogers and Rosa- 
lind Cygne (Eds.), Psychotherapy and personality change. Chicago: Univer. of Chicago Press, 
1954, Pp. 196-214. 

23. Tucker, J. E. Measuring client progress in client-centered therapy. In W. U. Snyder (Ed.), 
Group report of a program of research in psychotherapy. Pennsylvania State College, 1953. Pp. 55-59. 

24. Witiovcnsy, R. R. The Willoughby E-M scale. Stanford: Stanford Univer. Press, 19431. 

a Zustn, J. Evaluation of therapeutic outcome in mental disorders. J. nerv. ment. Dis., 1953, 117, 

5-111. 





ROLE AND STATUS STRUCTURE IN THERAPY GROUPS* 
GEORGE A. TALLAND 
Massachusetts General Hospital and Harvard Medical School 


PROBLEM 


Psychotherapy groups exemplify the rule that prolonged interaction results in 
some measure of role differentiation and status structuring. Since the groups are 
initially entirely informal, these two processes are interdependent. The members 
cannot pattern their behavior so as to fit pre-established positions, but they can 
respond to situational demands in a manner characteristic of their personality, and 
such behavior can develop into a role if reinforced by the other group members in 
similar situations. This role differentiation is reflected in the recognition of a status 
structure which, in turn, makes for the anticipation of role behavior. Status, follow- 
ing Benoit-Smullyan is thought of as a relative position in a hierarchy, ‘‘in which 
one individual is identified with others with regard to the possession or embodiment 
of some common characteristic, but differentiated from them in . . . degree or 
measure.” 

Clinical observations on the emergence of role behavior and of fairly stable 
hierarchical structures in several psychotherapy groups studied, suggested the form- 
ulation and testing of three hypotheses: 

1. Structuring is manifested in relative participation at an early stage of 
group functioning, and is reflected in the recognition of a status hierarchy by the 
members. : 

2. Because of the undifferentiated task of psychotherapy groups, this hier- 
archy is undimensional. In these groups leadership combines the task-oriented and 
social emotional functions®). Leadership, in this sense, is naturally distinct from 
the performance of the group therapist who was not referred to as leader and, not 
being a member of the group, did not behave as a leader. 

3. Status in the group hierarchy is achieved and acknowledged by character- 
istic interaction behavior which varies according to the pattern of leadership 
functions discharged. 

METHOD 


In its null formulation, the first hypothesis would imply that over a number of 
meetings, following group formation, members did not significantly differ in the vol- 
ume of their participation, nor in the relative shares of various types of contribution 
within this total. Secondly, it would also imply that, on appraising their participa- 
tion, members were not perceived by their colleagues as occupying higher or lower 
status. The null hypothesis would not be confirmed if the interaction profiles of the 
groups suggested some pattern of differentiation indicative of hierarchical structur- 
ing, and if such a pattern had some measure of permanence from one meeting to 
another. Further, in order to reject the null hypothesis it was also necessary to 
establish that any such differentiation in interaction, corresponded to a recognition 
of hierarchical structuring by the participants. 

If the null hypothesis should not be confirmed in its second clause, group mem- 
bers could perceive either one or several status hierarchies. If a group has a complex 
task which demands a variety of aptitudes, even in a small informal group more than 
one dimension of status could emerge, each sufficiently unrelated to the others to be 
regarded as independent. One method to discover the pattern of status structuring 
is to list the various group maintaining and task completing functions in terms of 
which such status dimensions could be perceived, and submit each as a criterion on 
which the participants rate their fellow members. If their consensus on a criterion 
is greater than could be expected by chance, a valid construct of status structuring 


- *This research was conducted at the Maudsley Hospital, University of London Institute of 
Psychiatry, and supported by a grant from the Bethlem Hospital Research Fund. 
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has been established. If such consensus is attained by rankings on several criteria, 
each is a valid index of hierarchical structuring but each does not necessarily indicate 
a different status dimension. Only if two or more pooled rankings are uncorrelated, 
does the criterion of each stand for an independent dimension of hierarchical struc- 
turing; if they are correlated, there is but a single status dimension. 

If one or several status dimensions are perceived by members of an informal 
group, each of these would be established and recognized by characteristic patterns 
of behavior in interaction, both in acts initiated and in acts received. Those occupy- 
ing high ranks would systematically differ in their active and passive interaction pro- 
files, from those lower down the scale. Uncorrelated status dimensions would each 
be characterized by a different type of interaction profile. 


Subjects. 100 members of 15 groups provided Ss for this research. Three groups con- 
sisted of men, five of women, and seven were mixed. In size the groups varied from 
five to ten, the modal membership was seven. Ss were all out-patients at the Maud- 
sley Hospital, London, most of them psychoneurotic and undergoing their first 
treatment in group psychotherapy. They ranged from 18 to 45 in age; their intelli- 
gence was high average or higher. With few exceptions they were quite capable of 
discharging their duties as clerks in office or shop, as machine operators or house- 
wives. 28 members of four groups were observed in the process of interaction. 

All groups were closed, 7.e., they were formed when a sufficient number of 
suitable patients had accumulated on the waiting list, and they were expected to 
attend the meetings until such time as the group would dissolve. Meetings were held 
weekly, and lasted for 90 minutes without a break. They were conducted by a 
psychiatrist who observed the permissive or virtually leaderless technique advocated 
by Foulkes“). Observation of interaction process was made during the first eight 
weeks by E who sat in the same room in which the group met, and was clearly visible 
to the patients. Status rankings were called for during the third month, after a meet- 
ing and in the therapist’s absence. Further observations of ‘therapeutic inter- 
action’”’ were conducted during a second run of eight meetings. 


Procedure. For appraisal of status structuring five criteria were selected, all such 
attributes as were thought to be valuable for the group’s successful performance: 
(a) Leadership displayed; (b) Contribution to group discussion, judged by its use- 
fulness; (c) Dominance of, influence upon group discussion, irrespective of its value 
to the group; (d) general Popularity in the group, i.e. not just with the rater: (e) 
Friendliness shown to members of the group in general, again not just to the rater. 

The method of appraisal was by ranking. Thus, Hyman’s? five precepts for 
the construction of status scales were observed: (i) the scales were phrased in terms 
of people, and enquired into position in relation to people; (ii) the reference group 
was clearly defined; (iii) the scale could be standardized according to size of group 
by subsequent statistical treatment; (iv) the criteria of status ranking were specific 
and clearly defined; and (v) by allowing for tied ranks, it was possible to assign the 
same status to several people. Ss were instructed to rank their fellow-group mem- 
bers only, in order to avoid their using estimates of own position as an anchoring 

oint. 

a The ranking task was performed in writing, on printed forms which had detailed 
instructions on them, Ss were seated so that none could comfortably read what an- 
other was writing. E was present to see that the instructions were understood, and 
to provide further information if necessary. He assured Ss that their reports would 
be treated as confidential, and asked them to be candid and informative. Ranking 
on each criterion was on a different page, and Ss were discouraged from comparing 
their responses on a previous page with the one they were engaged on. In fact, they 
very rarely attempted to do that. 

Thus in any group of n members, Ss provided rankings of n-1 on each criterion. 
Concordance of rankings therefore was measured by a modified formula“ for 
Kendall’s W-coefficient ’’, and tested for significance on the chi square distribu- 
tion). Summated rankings on each criterion were converted into percentiles in 
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order to equate for size of group, so that a member unanimously ranked highest 
would have a score of zero, the one ranked lowest a score somewhere between 80 
and 100. Arrays of these scores were correlated between any two criteria by the 
product moment method, and a centroid factor analysis was carried out on the 
matrix of correlation coefficients. 

Interaction process was observed and recorded in units, both according to 
Bales’s“) model and by classifying acts within an alternative set of categories which 
were thought to be particularly relevant to the task and situation of these groups. To 
distinguish the latter from Bales’s technique, it will be called therapeutic interaction 
analysis. The purpose of this method was not to be comprehensive and register every 
unit of interaction, but rather to follow a selected list of topics®’ and objectives, 
common and significant in therapeutic group discussion. The objectives of dis- 
cussion, which provided data for the present study, consisted of the following cate- 
gories: asking for sympathy and reassurance; offering reassurance; asking about other 
group members’ problems; offering interpretation to others; helping others with 
advice; asking for interpretation; asking for advice; recalling past experiences; talk- 
ing about embarrassing personal problems and experiences; interpreting own be- 
havior and motives; showing anger; discovering common problems with others. In 
therapy groups this last category overlapped almost completely with Bales’s ‘showing 
solidarity’, and there was considerable overlap between giving or asking advice and 
giving or asking suggestions. Otherwise, the categories of therapeutic interaction 
analysis were so designed as to subdivide Bales’s orientation which occupied well over 
half the total interaction, and to fill in with content his rather formal analysis. Thera- 
peutic interaction analysis was recorded in initiatory acts, 7.e., each time one of the 
listed topics or objectives was brought into the discussion, a tally was entered against 
the initiator’s name. No further entry was made if the same topic or objective was 
pursued through several sentences or resumed before the discussion had taken a turn 
sufficiently significant to be recorded. Bales’s method too, was modified so that 
interaction would be broken down into more complete communication acts as well as 
single sentences, and non-verbal acts were excluded from the analysis. 

For the purpose of this study interaction process data were used for individual 
profiles. These were derived by summating a group member’s entries under a cate- 
gory heading over eight successive meetings. Ss were then ranked under each cate- 
gory heading of both interaction analyses. Entries under each category heading were 
also converted into percentages of the total interaction score, and Ss were placed into 
high or low scorers according to whether this percentage was above or below the 
equivalent mean for the entire sample. 

Rankings under each heading were correlated with the five status rankings and 
the common factor. The rank correlation coefficients separately calculated for each 
group, were converted into z-scores and pooled to be tested for significance. Associa- 
tion between high percentage score in a category and rank above the median on the 
status criteria, was tested by chi-square. The stability of a group’s interaction profile 
was tested by concordance over a series of meetings, its deviation from a non- 
differentiated model by chi-square against theoretical frequencies based on total 
individual interaction rate. 


RESULTS 


In their total interaction, members of a group vary, both as originators and as 
recipients, to a greater extent than could be attributed to chance. Chi-squares are 
significant (p < .01) in every group observed, for each of the major categories of 
process analysis as well as for the total of units initiated and received. The stability 
of the rank order within a group, in respect of these interaction totals, is indicated 
by highly significant inter-meeting concordances, giving mean W coefficients of .62 
for initiatory and .58 for recipient interaction. Rankings on these two sides of inter- 
action are themselves highly correlated, giving a mean coefficient of .95 for the groups 
observed, and a further proof of stable hierarchical structuring is provided by the 
interpersonal matrix of interaction “?. 
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Differential participation in the group process can be established by analysis 
of interaction records, its recognition by the participants is confirmed by their rank- 
ings on the several criteria. Concordances of rankings averaged above .50 on all 
criteria, they were significant at the .01 level in all 15 groups on Dominance, and in 
10-12 groups on the other criteria. Excluding all pooled rankings which failed to 
reach the one per cent level of significance in their concordance, correlations were 
calculated between percentiles on the several criteria. These are set out in Table 1. 


TABLE 1. CoRRELATIONS BETWEEN CRITERIA 





Variables Contr. Dom. Popul. Friend]. 





Leadership 77 .82 -70 
Contribution .87 .65 
Dominance .55 
Popularity 





All correlations are positive and significant. Each of the criteria is also heavily 
saturated with the first centroid factor extracted. Starting with Leadership through 
Friendliness, the loadings are .89, .88, .86, .81 and .74. A second centroid factor with 
loadings ranging from .13 to .41, distinguishes between the task-oriented and social- 
emotional aspects of leadership, with Contribution and Dominance at one pole, 
Popularity and Friendliness at the other, and the smallest loading on Leadership. 
The residuals of the first factor, however, were too small to warrant the attribution 
of much significance to this second factor; nor would rotation result in anything 
approximating two orthogonal factors. A single factor accounts for most of the 
variance in status ranking, and is about equally closely approximated by at least four 


of the criteria. Relying on logical rather than statistical analysis, this factor is 
equated with leadership. 


TaBLe 2. SraTus AND INTERACTION PROFILE 








Lead. Contr. Dom. Popul. Friend. Factor 





Interaction Process 
(Acts originated) 
Total 


Solidarity 

Agreement 

Suggestions given ms 

Opinions given 4 

Orientation given 

Questions asked 

Disagreement, antagonism 
(Acts received) 

Total 


Solidarity 
Agreement 
Suggestions 
Opinions 
Orientation 4 
Questions 
Disagreement, antagonism 
Therapeutic Interaction’ 
Asking for sympathy 
Offering reassurance 
Asking about others *+ 
Giving advice *+ 
Recalling past 
Embarassing own problems 
Interpreting self 
Showing anger 
Discovering common problems 
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All five status rankings correlate positively with rankings both on active and 
passive total interaction and interaction within the major categories: Solidarity, 
agreement, giving suggestion, giving opinion, giving orientation, combined questions 
and negative reactions. The only exception is a negative correlation between popu- 
larity and showing solidarity. So many of these correlations are significant at the 
one per cent level that, by merely setting aside these, not much would be gained to- 
wards a clarification of the behavior patterns characteristic of leadership or its com- 
ponent functions. Correlation coefficients were therefore treated as two universes, 
one each for Bales’s process and for therapeutic interaction analysis, and those ex- 
ceeding the population mean by one s.d. were singled out for special consideration. 
These are listed in Table 2 with an * symbol. Symbols + and — indicate positive 
or negative association between rank above 50 on status scale and percentage of 
interaction higher than the sample mean, significant at the one per cent level as 
measured by chi-square. 

There was no significant correlation or association between any status ranking 
and asking for interpretation or the most and least frequently recorded objectives: 
offering interpretation to others and asking for advice. 


DISCUSSION 


Therapy groups begin with the least possible structuring. The members are 
discouraged from meeting outside the therapeutic situation, and were in no instance 
known to do so as a complete group. The therapist, though not a member, is always 
present and available, and therefore the task would not necessitate role differentia- 
tion among the participants, and there is no need of status structuring according to 
differential responsibilities assumed for the group’s success. None the less, a hier- 
archical structure comes into evidence within a few meetings, and is perceived by 
the participants as well as by the observer. This hierarchy appears to be simple or 
unitary, in the sense that a member’s rank is much the same whichever aspect of 
his participation in the group is the criterion of his appraisal. If high status is inter- 
preted as effective leadership, for which there is adequate evidence, this combines 
both the task-oriented and the social-emotional functions of the role. These two 
areas of leadership functioning, though discernible, do not give rise to two unrelated 
status hierarchies in therapy groups, neither do they entirely overlap. There is some 
scope for role specialization, but high status can be achieved only by recognized 
contributions both to the task and the social-emotional aspects of the group process. 
Therapy groups are in an extreme position on a continuum, where a complete separa- 
tion of these two aspects of leadership represents the other pole, for their task is to 
deal with social-emotional problems, and they demand as much attention to the 
affective responses the discussion generates as to its content. 

Sheer volume of participation, the verbal weight of influence upon the course 
of discussion, is one determinant of status in psychotherapy groups. It is recognized 
in ratings on Dominance, but not on any other status criterion. Since orientation 
constitutes over half of all interaction process, and a yet considerably larger propor- 
tion of all sentence units, high rank on giving and receiving this type of interaction 
also means a large share in total acts, and therefore is characteristic of the dominant 
group member. Those who speak most in these groups are also spoken to most, and 
those who are addressed more often are likely to express more disagreement than 
others. Possibly, however, frequent negative reactions were weighted in their own 
right, when Ss ranked their colleagues on Dominance. The high correlation between 
rank on this criterion and being the butt of disagreement, however, hardly deserves 
much attention, for those who speak most and disagree most frequently, surely must 
have more utterances of disagreement and criticism hurled at them than their more 
reticent colleagues. 

Expression of opinion is rated as a leadership act, and so is giving suggestions, 
but the latter, though infrequent in incidence, would appear to distinguish the qual- 
ity of leadership more sensitively, for it is difficult to tell whether readiness to pass 
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opinions is perceived as a valuable contribution to the discussion. The direction in 
which orientation is addressed, depends not only on volume of contribution, it veers 
towards those who are expected to make valuable comments on it, and thus to dis- 
play leadership. The most characteristic interaction process profile of the social- 
emotional component of leadership is a high proportion of agreement among acts 
received. Friendliness is.also associated with a readiness to ask questions; opinions, 
in their turn, tend to be addressed in preference to those who are thought to be most 
friendly. Those high on popularity are not characterized by a propensity to make 
positive responses; on the contrary, the correlation with showing solidarity is 
negative, and significantly so when these acts are analyzed as a percentage of total 
interaction. In other words, it is the least popular group members who are most 
ready to show solidarity or to identify themselves with others, presumably in order 
to assert their own precarious membership in the group. 

Examining the content of therapeutic interaction, the most interesting finding 
is the way in which attempts to use the group as a source of reassurance and sym- 
pathy are appraised, in contrast with a willingness to supply such support to others. 
This is the most indicative of the distinctions that are made between sheer influence 
on group discussion and genuine contribution, whether of the more task-oriented 
or social-emotional kind. The distinction reflects, of course, that between excessively 
self-centered and other-oriented attitudes. Some concern with personal problems, 
present or past, seems to be accepted as a useful contribution, but only if the patient 
is prepared to deal with them himself and does not present them with a view to 
exacting support or sympathy for himself or admiration for his frankness with 
which he reports his most embarassing experiences and, possibly, also admiration 
for his having been the hero of the appalling deeds he recounts. To give advice is, 
naturally enough, judged more as a task-oriented contribution, although it also in- 
creases one’s standing on friendliness. Asking others to tell the group about their 
own concerns, is essentially a friendly gesture which is seen as increasing one’s popu- 
larity and thus also raising his status on leadership. Being but a summative com- 
pound of the five status criteria, the factor has no characteristic interaction pattern 
of its own; it corresponds to some acts typical of the two major aspects of leadership. 

Although these psychotherapy groups do not provide for the differentiation of 
several clearcut roles, each with a specific interaction profile, there is evidence of 
such a trend in their process records, and more of it might be mapped out if the tools 
of observation were further refined. Shortly after group formation a hierarchical 
pattern of interaction network becomes established, and is maintained afterwards 
with comparatively small deviations. A hierarchical pattern of status structuring is 
perceived by the participants, when asked to rank group members on various at- 
tributes chosen for their group maintaining or task completing function. There are 
meaningful correlations between rank on a component scale of the status hierarchy 
and characteristic interaction behavior. The findings are consistent with the hypoth- 
esis that in initially unstructured and undifferentiated groups certain participants 
respond more readily to situational demands, and responses which are reinforced by 
the approval or by the mere acceptance of the others, develop into a permanent 
pattern of the originator’s interaction behavior. These behavior patterns which at 
first may have been adopted to satisfy a personality need or as a habitual response to 
a certain type of situation, have become roles by meeting situational needs of the 
group. That members of therapy groups expect these roles to be discharged is in- 
dicated by the records of passive interaction, and is confirmed by their recognition 
of a status hierarchy which could only evolve in interaction, and in fact closely cor- 
responds to the differential pattern of interaction. 


SUMMARY 


Structuring in initially informal psychotherapy groups was studied in a sample 
of 15 groups from an early stage of functioning, by analysing the process of inter- 
action and probing the participants’ perception of a status hierarchy. 
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A fairly stable pattern of interaction is evolved in the first few meetings and 
maintained thereafter, in which each member has a characteristic role which the 
others expect him to discharge. The range of role specialization, however, is narrow 
in therapy groups, and consequently a single status dimension accounts for most of 
their hierarchical structuring. Such hierarchies are clearly recognized by the patients 
and position in them is achieved both by task oriented and social-emotional contri- 
butions to the group’s progress. The general trend is for members to rank about 
equally high on the various component functions of the status hierarchy which cor- 
responds in most respects to a definition of leadership. Such discrepancies as do 
occur in rank on the various components of leadership are of particular interest, and 
have been analyzed by reference to the interaction profile. One of the most signifi- 
cant considerations in status ranking appears to be ego-centrism in contrast to mani- 
fest concern about other patients’ problems. 
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. THE PROJECTIVE EXPRESSION OF PATIENT-THERAPIST 
ATTRACTION 


LESTER M. LIBO 
University of Maryland School of Medicine, Baltimore 


PROBLEM 


Several recent studies have demonstrated that the responses to projective tech- 
niques seem to be determined in part by interpersonal aspects of the examination 
session. Test protocols obtained by different examiners, for example, characteristic- 
ally differ in the quantity and quality of material elicited. This sensitivity of pro- 
jective techniques to the social situation in which they are administered is a serious 
problem for the clinician. Since the test is designed to measure enduring character- 
istics of the patient, its sensitivity to characteristics of his specific relationship to the 
examiner makes the test to that extent an unreliable instrument. For the purpose of 
predicting how the patient will respond in other interpersonal situations, as for 
example in psychotherapy, the test’s validity is adversely affected. 

However, it may be possible to harness the inter-examiner unreliability of pro- 
jective techniques to serve a useful measurement function, namely that of character- 
izing specific subject-examiner or patient-therapist relationships. In a previous 
study, it was found that a projective technique could be used to measure such con- 


1The assistance of Dr. Benjamin Pope, who served as the independent scorer, is gratefully ack- 
nowledged. Thanks are also due Mrs. Mary Jones for valuable clerical aid. 
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temporaneous person-object relationships“. The study was part of a research pro- 
gram concerned with developing measures of group cohesiveness, and a specially- 
devised projective technique °, administered in a group setting, was successfully used 
to measure the attraction that the group held for the persons in it. The validity of 
the projective method in this new application was another demonstration of its com- 
monly noted sensitivity to the social situation in which it is administered, but it was 
also shown that this sensitivity can actually be used to measure the cohesiveness of 
an interpersonal relationship. Extending the application of projective approaches 
beyond the measurement of enduring personality traits may therefore lead to the in- 
vention of useful devices for studying many situations in which two or more persons 
interact. 


METHOD 

The present method represents another attempt to capitalize on the situational 
sensitivity of the projective approach. For the purpose of investigating the inter- 
personal relationship during psychotherapy, a series of four pictures was constructed 
to elicit stories about patient-therapist interactions. The picture materials, adminis- 
tration, coding, scoring, and interpretation were all based on the theoretical and 
methodological foundations underlying the study cited above“. The picture cards 
are administered to the patient by his therapist following their usual clinical inter- 
action. The patient is asked to write or tell a story about each picture. The pro- 
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cedure lasts 20 to 25 minutes and yields an attraction score; attraction is defined as 
the resultant of forces acting on the patient to maintain his relationship with the 
therap st. The attraction score is derived according to the same general coding 
principles used in the first study. This coding scheme assigns a +1 to each mention 
of actual or desired movement of a patient toward a therapist and of satisfaction de- 
rived or expected from their relationship, and a -1 to each mention of actual or de- 
sired movement away from a therapist and of loss of satisfaction expected from or 
caused by contact with him. These scores are summed algebraically; the higher the 
positive total score and the greater the number of stories on which scores are ob- 
tained, the stronger is the patient’s presumed attraction to the examiner-therapist. 
The four pictures appear in Figure 1. They were prepared for use in an adu!t out- 
patient setting, in which virtually all the therapists were men. The pictures shown in 
Figure 1 are for use with male patients. A female set was also prepared, similar in all 
respects to the male set except that the patient-figure is a woman. The Picture Im- 
pressions manual presents a detailed description of the procedures governing the ad- 
ministration, scoring, and interpretation“). 

A study was designed to investigate the validity of the Picture Impressions 
technique as a measure of patient-therapist attraction. The goal of the technique 
was defined operationally as the ability to predict whether or not a patient will return 
for his next scheduled interview. Each of forty consecutive patients in a psycho- 
somatic clinic was administered the Picture Impressions by the therapist at the end 
of their first interview. Patients ranged in age from 17 to 65 (Mean: 43). Seventy 
per cent were women, 72 per cent Negro. None of the patients had been to this 
clinic before. There were forty therapists, each a senior male medical student. Each 
patient was given a return appointment for the following week. The picture stories 
were scored and a conclusion of “attracted” or ‘‘not attracted” was made for each 
patient on the basis of the story data alone. A combination of “total score” and 
“number of stories with a score’ was used to derive the judgment as to the strength 
of the S’s attraction. These judgments were made according to the criteria described 


in Table 1, which were suggested by the findings of the first study and those of a 
pretest. 


TasB_e 1. Criteria Usep in MakING JUDGMENTS OF ATTRACTION 








Total score No. of stories receiving a —_ Interpretation Prediction 





+1 or higher 2, 3, or 4 | Attracted Return 





0 or lower Any Not attracted Not return 











Any Oorl | Not attracted Not return 





The reliability of scoring the stories was determined by two methods: (a) one 
scorer, repeat-scoring after six months (40 records): agreement ranged from 95 per 
cent for the interpretation of “attracted” or “not attracted” to 92 per cent and 100 
per cent for the two component operations affecting the prediction (‘‘total score” and 
“number of stories receiving a score,”’ respectively) ; and (b) two independent scorers 
(30 records): agreement on interpretation of “‘attracted”’ or ‘“‘not attracted” was 87 


per cent, on “total score” 87 per cent, and on “number of stories receiving a score” 
100 per cent." 


RESULTS 


Each patient’s attendance the week following his story-writing was ascertained, 
and the relation between actual and predicted behavior noted. A significant relation- 
ship between predicted and actual attendance is suggested by the chi square of 4.23, 
P<.05 (Table 2). Classified accurately by the Picture Impressions technique were 
six of the nine patients who did not return and 24 of the 31 patients who did return. 
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Tasie 2. Reiation BETWEEN Test PREDICTION AND AcTUAL ATTENDANCE 
(N = 40) 


| | 
| Did Not Return | Returned | 








Predicted Return 3 | | X2 = 4.33 (with Yates’ 
a —- correction) 
Predicted Not Return 6 7 | P<.05 











It should be noted that 77.5 per cent of the patients returned for their second 
interview. If the predictive instrument had no validity, one would expect 77.5 per 
cent of both the ‘predicted return” and ‘predicted not return’”’ patient populations 
to have returned. A Picture Impressions prediction of “return’’, however, was asso- 
ciated with an 89 per cent rate while one of “not return” was associated with only a 
53 per cent return rate. The projective technique therefore seems to have predicted 
the behavior of both those who returned and those who did not return more accurate- 
ly than one would expect from knowledge of the clinic’s total return rate alone. 


SUMMARY 


The Picture Impressions technique, based on a previous application of the projec- 
tive method to the measurement of group cohesiveness, was designed to characterize 
the strength (attractiveness) of the patient-therapist relationship by capitalizing on 
the oft-noted sensitivity of projective techniques to the social situation in which they 
are administered. The present technique is administered by the therapist to his 
patient after their usual clinical interaction. The technique lends itself to objective 
coding and quantification (inter-scorer and repeat scoring reliabilities are high), as 
well as to qualitative thematic content analysis, which elicits data pertaining to such 
questions as the patient’s preferred role in psychotherapy, the role he prefers the 
therapist to play, and his perceptions of and attitudes toward the therapist and the 
treatment setting. 

The present study, in which 40 patients and 40 examiner-therapists participated 
was conducted in a psychosomatic clinic. The Picture Impressions technique was 
administered during the patient’s first visit to the clinic, and the stories were coded 
to yield predictions as to whether he would return for the next scheduled interview 
with his therapist one week hence, at which time his actual attendance was ascertain- 
ed. A significant relationship between the Picture Impressions judgment (“‘at- 
tracted” versus “not attracted”) and the patient’s behavior (‘‘return” versus “not 
return’’) was found. The results of the present study, as well as those of the previous 
study in the group setting, suggest that the common phenomenon of situational effect 
on projective expression, an unwelcome source of unreliability in the study of in- 
a personality, can assume utility when applied to the study of interpersonal 
variables. 
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A SURVEY OF “REFERRAL PROBLEMS” IN METROPOLITAN 
CHILD GUIDANCE CENTERS 


G. M. GILBERT 


Michigan State University 


‘ PROBLEM 


The behavior problems encountered in the child guidance clinics of the nation 
probably provide as good a guide as one can find to the incidence of early or incipient 
behavior disorders in the population, as well as to the varieties of child behavior 
patterns and symptoms regarded as ‘‘deviant”’ in our culture. In spite of the poten- 
tial significance of such data for mental health programs, clinical training, child 
psychology, and personality theory in general, nothing in the nature of a systematic 
survey of child guidance problems has ever been published. Directors of the various 
child guidance clinics do ordinarily keep some kind of statistical record of the case- 
loads in their own clinics, and occasionally tabulations: of local referrals have ap- 
peared in the literature. However, broadly representative data, based on a substantial 
sampling of caseloads in several major clinics, with a common or comparable break- 
down of behavior problems, have been totally lacking. An attempt by Louttit to 
consolidate some of the disparate early tabulations only served to emphasize the in- 
comparability of the available data. 

For the purposes of an exploratory survey of “typical behavior problems of 
children” as seen in a variety of child guidance clinics, it was necessary to over- 
come two major obstacles to the comparability of case records: (a) the lack of any 
commonly accepted nomenclature for children’s behavior problems, and (b) the 
disparity in caseloads of clinics of various types, sizes, and locations. 


PLAN OF THE SURVEY 


Referral categories. It was apparent at the outset that the problem of a common 
nomenclature could not be solved through the use of a diagnostic nosology. Most 
clinics do not even attempt systematic psychiatric diagnosis, for the simple reason 
that the vast majority of child behavior problems do not lend themselves to categor- 
ization within a mental-disease frame of reference. The “transient situational per- 
sonality disorders’—the order of behavior problems which (aside from mental de- 
ficiency) make up the bulk of cases seen in child guidance clinics—are listed in the 
Diagnostic and Statistical Manual: Mental Disorders“? as an evident makeshift to 
“fill the gaps” in NP hospital statistics, but are rarely used in child guidance work. 
Virtually all clinics do, however, keep a systematic record of the ‘‘referral problem” 
or complaint as given on intake. While the problem as seen by the referring agent 
(usually a teacher or parent) is, for a variety of reasons, of doubtful diagnostic value, 
it does have the intrinsic merit of indicating what is phenomenologically seen as a 
“behavior problem.”’ When collected en masse, such data do furthermore provide 
some clues to what is regarded as deviant behavior among children in our culture. 

The categories of “referral problems” used in this survey were accordingly de- 
rived as a set of “common denominators” from the extraordinary variety of com- 
plaints used by parents, teachers, and intake workers in the various agencies. The 
basic rationale was to achieve the optimum in both inclusiveness and discrimination 
among the referral problems actually cited. Some trial-and-error and arbitrary de- 
cision was necessarily involved in reducing the haphazard variety of ‘‘complaints” 
to a consistent set of categories which would be applicable to any caseload in child 
guidance clinics and give some conception of the variety and frequency of behavior 
problems for which children are commonly referred. Ten categories were ultimately 
adopted, falling into four general groups: (a) intellectual deficiencies, (b) emotional 
and interpersonal maladjustments, (c) principal specific behavior problems, and (d) 
miscellaneous. 
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Intellectual deficiencies. Mental retardation, known or suspected, from low-grade to borderline 
mental deficiency, provided one obvious category. In case of doubt, an IQ below 80 was used as 
the deciding factor for inclusion. Academic difficulties included everything from generally slow 
progress in class to specific difficulties like referral for remedial reading, mirror-writing, language 
handicap, etc. It was originally intended to include in this category only difficulties not attribut- 
able to mental deficiency, but this proved to be impracticable. Where the reason for referral was 
given as examination for possible inclusion in classes for the mentally retarded because of slow 
progress in class (expressed or implied), the case was included in both categories. In many cases, 
of course, academic difficulties were coupled with behavior problems; in others, there was no 
indication of the underlying cause. 

Emotional and interpersonal maladjusitments. The inexhaustible array of complaints in the 
realm of emotional maladjustments, “behavior problems” and maladaptive interpersonal relation- 
ships was reduced to four main categories. First, the two extremes of maladaptive social behavior 
presented themselves readily enough: aggressive and anti-social behavior, on the one hand, and 
passive, withdrawn, asocial behavior on the other. All clinical caseloads included frequent referrals 
for each of these behavior problems. The former category includes fighting, lying, stealing, des- 
tructiveness, disciplinary problems, truancy (unless otherwise indicated), and hostile behavior 
generally. The latter included excessive shyness, over-dependency, and socially withdrawn be- 
havior generally. The two categories appeared to be largely mutually exclusive, except for the 
occasional case of the sullen, withdrawn, rejected child who also indulges in hostile “passive re- 
sistance’ and covert anti-social behavior (like stealing), usually on the sly. There then remained a 
wide variety of symptoms of emotional maladjustment, anxiety and. tension states which are not 
readily classifiable on the basis of interpersonal relationships, at least not on the aggressive- 
passive continuum. Most of these could generally be grouped together under emotional instability 
and anxiety symptoms. They include phobic reactions, temper tantrums (as distinct from ag- 
gression against persons or property), ‘nervousness’, excessive crying or excitement, etc. This 
still left a residue of tension states frequently found among children and adolescents but mani- 
fested as hyperactivity and motor symptoms. This category includes restlessness, tics, thumb- 
sucking, and general over-activity. 

Specific behavior problems. Of the numerous specific behavior problems which may or may 
not be indicative of gross maladjustment but are cited with some regularity, three appeared to be 
sufficiently common to be included in the list of main categories: sexual behavior problems (in- 
cluding‘masturbation, homosexual and heterosexual contact, etc.) ; toilet training (mostly enuresis); 
and speech defects (mostly stammering). 

Miscellaneous. All other referral problems were relegated to the “miscellaneous” category, 
either because of their infrequency or the divergences of referral practices in the various clinics. 
These ranged from referrals for routine examination or educational planning to outright neuro- 
psychiatric disorders. The incidence of any one of these types of referrals was quite small and was 
usually not even represented in all caseloads. 


Since it is well established that children are frequently referred for more than 
one reason, and we are interested in the frequency of problems encountered in actual 
practice, we allowed 1 to 3 problems per child in making the tally from the case 
records. There were rarely more than 3 and the actual average was 1.9 complaints 
per child. The alternative would have been to make arbitrary decisions as to which 
was the “principal complaint” in each case, as well as to obscure the actual fre- 
quency of various problems. 


Caseload sampling. It was decided, as a matter of expediency and maximum repre- 
sentation of actual clinical caseloads, to confine our survey to the major metropolitan 
child guidance centers. These centers not only handle a large proportion of the 
actual caseloads in organized child guidance clinics in the United States, but are 
easy to identify and to enlist in a cooperative effort such as this. To control caseload 
disparity, only the major clinic in each of the largest cities in the United States 
was to be considered, provided that at least two of each of the two main types of 
general clinics were represented: (a) the community orthopsychiatric clinic, (b) 
the school psycho-educational clinic or guidance bureau. The principal child guid- 
ance clinic in four of the five largest cities provided the requisite representation of 
two clinics of each type, with a minimum of 500 cases from each. The two community 


1The writer is indebted to the colleagues in the various clinics whose cooperation made this 
project possible: Dr. James Cunningham, Director, and Marvin Margolis, interne, of the Children’s 
Center of Metronolitan Detroit; Dr. Frederick H. Allen, Director, and Miss Dorothy Hankins, Super- 
visor, of the Philadelphia Child Guidance Clinic; Dr. Jean A. Thompson, Acting Director, and Dr. 
Simon Silverman, Supervising Psychologist, of the N. Y. C. Bureau of Child Guidance; and Dr. Ken- 
neth Lund, Director of the Chicago Bureau of Pupil Guidance. 
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orthopsychiatric clinics were the Child Guidance Center of Metropolitan Detroit 
(500 cases) and the Child Guidance Clinic of Philadelphia (500 cases). The two 
psycho-educational guidance services were the Bureau of Child Guidance of the New 
York City Board of Education (680 cases) and the Bureau of Pupil Guidance of the 
Chicago Board of Education. (820 cases).! The cases were drawn consecutively from 
the files for 1954 in each clinic or bureau, that being considered to all intents and 
purposes the equivalent of a random sampling from the most recently completed 
year’s intake. 

In order to facilitate comparison of age and sex differences in the frequency of 
referrals, the cases were further broken down by age-group and sex in all referral 
categories. The actual tabulation of referrals was a fairly mechanical procedure, 
since all four clinics had a stated referral problem or problems for each case, either 
on the face sheet of the case folder or on a case record card, along with an indication 
of the sex and age of the subject. In most cases these were readily transposable to 
our nine main categories, and in case of doubt or incomparability, the ‘‘miscellan- 
eous”’ category was used. The resultant tabulation of .2,500 cases from four of our 
largest metropolitan child guidance centers on a comparable basis provided as sub- 
stantial and representative a sampling of children’s behavior problems in American 
urban society as was feasible under the circumstances. 


RESULTS AND DIscUSsSION 


Table 1 gives the composite distribution of four metropolitan clinic caseload 
samples on a common base of ten referral problem categories, broken down by age 
and sex. It should be borne in mind that while there are 2,500 subjects represented in 
the total sample, the total number of referral problems or complaints approaches 
5,000. When expressed as ‘‘“7, of N,” the frequency of these referral problems there- 
fore adds up to a total of 190% of N, or 1.9 complaints per child. Table 1 also gives 
the comparison of total frequencies of the referrals (for all ages and both sexes) in 
the two types of clinics, expressed in percentages of the total sample for each type 
of clinic. Here, too, the frequencies reflect the fact that there are on the average 2.1 
complaints per child in the orthopsychiatric clinics and 1.7 complaints per child in 
the school clinics. All the figures represent the actual frequencies with which the 
different problems are encountered in a given caseload. 


Academic and behavioral ‘“‘problem children’”’. It is evident from Table 1 that “aca- 
demic difficulties” constitute the most frequently stated reason for referral to child 
guidance clinics, representing almost half (45%) of all cases in the composite sample. 
“‘Aggressive and anti-social behavior’ and “mental retardation” come in for second 
and third place with 30% and 27% of the composite caseload respectively. The table 
reveals, however, that there are wide differences between the two types of clinics in 
the relative frequencies of these referral problems. ‘‘Academic difficulties” are given 
as the reason for referral in well over half of the caseloads in school clinics, but only 
slightly over one-quarter of the community clinics. The difference is even greater in 
referrals for “‘mental retardation,”’ with 40% of the school referrals and only 6% of 
‘the community referrals being made for this reason. “Aggressive and anti-social be- 
havior”, on the other hand, is the number one behavior problem seen in the com- 
munity clinics, being mentioned in almost half of all cases referred to these clinics 
(45%). In the “selective perception” of different clinical settings, academic diffi- 
culties and mental deficiency are recognized more readily as behavior problems in 
the academic setting, while aggression and anti-social behavior are more readily re- 
cognized as the chief behavior problems of community life. This, of course, makes 
for a difference which is more apparent than real. Professional experience indicates 
that ‘academic difficulties” frequently constitute a symptomatic smokescreen be- 
hind which many emotional maladjustment problems are hidden, for both the sub- 
ject and the referring agent. An indication of the extent to which these academic 
problems may camouflage personality problems is contained in the greater frequency 
of the former over referrals for mental retardation, throughout the school years. This 
is especially true for boys—a difference which seems to coincide with the greater 
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frequency of behavior problem referrals for boys in general, a finding which merits 
special attention. 


Sex differences. It is evident from Table 1 that boys become “problem children” with 
far greater frequency than girls, the over-all ratio of referrals being approximately 
2\ tol. This difference was found in all four of our metropolitan clinic samples and 
appears to be the common experience of child guidance clinics throughout the coun- 
try. While the ratio varied with the problem, a majority of male referrals was found 
in every problem category and in virtually every age bracket of every category. The 
widest sex difference is in the frequency of referrals for ‘‘aggressive and anti-social be- 
havior,” where the ratio runs almost 4 to 1. This finding, which has obvious rele- 
vance to the subject of juvenile delinquency, could be adequately accounted for 
within the framework of a biosocial approach to personality development. According 
to this framework, there is constitutional differentiation in behavioral tendencies 
and potentialities, which is continually modified by social interaction and accultura- 
tion.“ The sex difference in aggressive tendencies would thus be due in large part 
to the greater natural aggressiveness and activity drive of the male sex, for which 
there appears to be adequate evidence®: * '. However, the factor of social role 
expectancies undoubtedly enters into the picture. That is, boys often act aggressive 
and defiant, even delinquent, because they are expected to, to some extent, and often 
enjoy greater acceptance among their peers by conforming to the aggressive pattern 
of male role behavior established for them in many segments of our culture. This is 
confirmed by our data showing that boys are referred 21% times as often as girls for 
excessively passive, withdrawn, or asocial behavior. At both extremes, referrals are 
apparently influenced by the social delimitation of acceptable sex-role behavior as a 
cultural modification of sex differentiation in behavior tendencies. It appears from 
our data that social and emotional adjustment is made more difficult for boys, be- 
cause aggressive tendencies have negative social value beyond an optimum level, 
and boys are expected to display ‘just so much aggression and no more.” This 
struggle to maintain “‘just the right amount of aggression”’ to satisfy natural activity 
drive and to win approval among both peer and authority groups would generate 
sufficient insecurity to account for the preponderance of males referred for “‘emotional 
instability and anxiety symptoms.” 


Sexual behavior problems. Of the numerous specific findings in this survey, the re- 
ferrals for ‘‘sexual behavior problems” are perhaps conspicuous by their infrequency. 
Only 2.5% of the cases referred to metropolitan child guidance centers expressly men- 
tion such problems as one of the main reasons for referral. This is somewhat sur- 
prising in view of the widespread clinical opinion that psychosexual maladjustment 
and trauma in childhood constitute a principal etiological factor in adult malad- 
justment and neurosis. There are also the concrete data of the two Kinsey reports 
4, 5) showing that attempts at direct or indirect sexual gratification are fairly preva- 
lent by adolescence in Americans of both sexes in spite of social taboos. One would 
therefore expect that problems of sexual conflict would be more prevalent than our 
data indicate, at least in late adolescence. 

Referral data do not, of course, take account of the diverse indirect and subtle 
manifestations of psychosexual conflict, which may be concealed under a variety of 
other complaints, like aggression or emotional instability. A more direct explanation 
is the reluctance of adults in our culture, especially unmarried teachers, to mention 
sex in connection with the behavior problems of children; (note the virtual absence of 
such referrals in school clinics.) Many parents ignore or repress any recognition of 
the problem in their children; at best, will avoid mentioning it in the clinic referral, 
lest it reflect on the family morals. The clinical implication of all this is that the 
psychologist, even if he is not psychoanalytically oriented, must always be aware of 
the possibility that sexual conflict may be an important etiological factor in the 
maladjustment, even if it is not mentioned as a principal reason for the referral. The 
social implication would appear to be that the same social taboo which creates a con- 
flict in a culture may effectively suppress the recognition of that conflict. 





G. M. GILBERT 


SUMMARY 


A total of 2,500 cases were taken from the 1954 files of the principal child guid- 
ance center in four of the nation’s five largest cities. The problems or complaints 
given as the reason for referral were tabulated by age-group and sex, using a common 
set of ten ‘referral categories’ empirically derived for optimum discrimination and 
comparability. Some highlights of the findings were: 


1. The most frequently cited reason for referral is “academic difficulties” 

(45%). Much of this is attributable to mental deficiency, but a considerable amount 
appears to be related to emotional adjustment problems. School clinics differ marked- 
ly from the community (orthopsychiatric) clinics in the relative frequency of acad- 
emic-intellectual and emotional-behavioral referrals. 


2. Boys are referred for guidance more frequently than girls in all age groups 
and for all problem categories. The over-all ratio is about 2% to 1. For “aggressive 
and anti-social behavior” the difference runs almost 4 to 1. A biosocial interpretation 


is offered, involving both innate sex differences and adjustment to social role ex- 
pectancies. 


3. Referral for “sexual behavior problems” appears to be inordinately in- 
frequent, (244% of all cases). One obvious explanation appears to be the reluctance 
of adults in our culture to recognize or discuss sexual maladjustment in children. 
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SOME FEATURES OF CHILD GUIDANCE CLINIC PRACTICE 
IN THE U. 5. A. 


E. LAKIN PHILLIPS 
Anderson Orthopedic Hospital Hospital, Arlington, Virginia 


INTRODUCTION 


Although separate clinics have published accounts of their practices, no study 
exists to date on any aspect of child guidance clinic practice among all U. 8. clinics. 
A questionnaire study of all clinics is necessarily superficial from some standpoints, 
yet it is worthwhile from others. In the interest of adding to our knowledge about 
clinic practices, a questionnaire study was done which purports to reveal some 
relevent ongoing child guidance clinic practices. The problem was simply to collate 
and, within limits, to generalize from some aspects of child guidance clinic practice; 
clinic team organization, types of orientation, length of therapy, interest in group 
therapy, represent some of the items studied. A secondary problem was to relate 
differences in the length of therapy to theoretical orientation. 
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METHOD AND SAMPLE 


A one page questionnaire composed of 33 items and sub-items was mailed to 522 
child guidance clinics, or to clinics within other settings (like hospitals) that dealt 
with the emotional problems of children. The list of clinics was obtained from a 
National Association of Mental Health publication®?. Most of the items were an- 
swered by checking or by simple statements of fact. Where more information was 
called for, it was assumed that clinic records would yield easily accessible answers. 


RESULTS 


Of the 522 questionnaires mailed, 279 (50.54%) were returned. Of the returned 
group, 221 (40.04% of total mailed) were used in the following tabulation of 
results. Slightly over 10% of the returned questionnaires were not used because of 
lack of information or because the clinic function was too specialized to permit in- 
clusion (e.g., treated only orthopedic cases, or only mentally retarded ones). The 
main results are the following: 


1. Fifty-nine percent of the reporting clinics have been in operation 10 years or 
less (date line: January, 1955). 


2. 91.4% of the clinics use all three disciplines—psychologist, psychiatrist, 
social worker—but some of the school clinics function without a psychiatrist. 


3. Average therapy load was 110 cases annually (based on 85.5% of reporting 
clinics) ; diagnostic load was 129 cases annually (82.3% of reporting clnics excluding 
New York City public schools.) 

4. Only 25.8% of the clinics kept some statistics on duration of therapy, num- 
ber of interviews per case. Estimates of the number of therapy interviews was given 
by 63.35% of reporting clinics. 

5. Number of clinics considering themselves primarily Freudian (or neo- 
Freudian) was 52%. 

6. Number reporting psychologists doing therapy with parent or child was 
84.16%. Social workers reported doing therapy was 88.23%. 

7. Waiting period for psychotherapy varied from no wait to 24 months; no 
wait, 24%; 1-3 months wait, 36.5%; 4-7 months wait, 19%; 8-11 months wait, 4%; 
12 months or longer, 7.5%; not reporting, 9%. 

8. 24.43% reported group therapy for either or both parents (of referred child- 
ren); 8.15% reported group therapy for parent(s) and children; and 7.7% reported 
group therapy for adolescents without parents. 


9. 77.83% reported some kind of community mental hygiene program (talks, 
films, P. T. A. meetings), but most of these seemed to be “‘fill in” programs rather 
than a concerted program developed and directed by staffs. 


10. Thirty-two psychoanalytically oriented clinics gave data on the mean 
number of interviews typical of therapy; the mean of the means was 28.44 inter- 
views. Thirty-nine non-Freudian oriented clinics reported mean number of therapy 
interviews to be 18.38. The critical ratio of the difference between these means was 
2.73; and p<.01. Thus the Freudian oriented clinics tend to have reliably longer 
therapy cases than non-Freudian clinics. 


11. Another figure for length of therapy was computed. Clinics were asked to 
estimate the number of cases falling within interview limits: 1-5, 6-10, 11-20, 21-40, 
41 and over. Sixty-three Freudian and 80 non-Freudian clinics reported; the former 
group tended toward longer therapy time, with a Chi Square of 24.76 representing the 
difference in the two distributions, with p< .001 for 4 degrees of freedom. Thus it 
was highly improbable that the longer time for therapy taken by Freudian oriented 
clinics could arise out of chance considerations. These differences may be inter- 
preted in terms of hypotheses regarding therapy proffered by Phillips“. 





E. LAKIN PHILLIPS 


SUMMARY 
522 one-page questionnaires were sent to as many child guidance clinics in the 
U.S. A. Forty percent of the questionnaires were used in computing results; items 
of the questionnaire concerned clinic and team practice, orientation and length of 
therapy, among others. Comparison between Freudian and non-Freudian oriented 
clinics as to length of time spent in therapy showed the former group to spend a 
reliably greater time per case in treatment. 
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CORRELATES OF CERTAIN SUBJECTIVE ATTITUDES TOWARD SELF 
AND OTHERS 
WILLIAM F. FEY 
University of Wisconsin Medical School 


INTRODUCTION 
The relationships existing among one’s attitudes toward himself, toward the 
self he would like to be, and toward others have important implications for the adap- 
tation of the individual. Disparities among these attitudes often accompany unsatis- 
fying public and private adjustments, whereas to see in oneself essentially the person 


one aspires to be, and to accept this self on a par with the rest of mankind, approaches 
some paradigm of mental health. 

Unfortunately, the importance of these attitudes as a psychological datum is 
matched by the difficulty in obtaining valid measures of them. Expressed attitudes 
are phenomenological data, subject to the vagaries of motive and psychological 
state of the subject who renders them®?; taken at face value, they may misinform 
the ingenuous researcher. However, investigations within recent years have begun 
to disclose that the information contained in such measures is much increased when 
they are used in combination to provide more than a single dimension for classifica- 
tion. In one such study“? the subjective dimensions of self-acceptance and accept- 
ance of others were shown to isolate a group of college male seniors significantly dis- 
interested in the prospect of personal psychotherapy. A second investigation “? add- 
ed the dimension—estimated acceptance by others—to detect a group of individuals 
who, while most confident of being accepted by others, were in fact sociometrically 
least chosen by their peers as “‘liked”. Butler and Haigh®: ». ®), using self-ideal Q- 
sorts, isolated what appear to be highly defensive individuals whose expressed com- 
placence sharply contrasted with adverse objective criteria. Block and Thomas“? 
found that very high expressed self-satisfaction occurs in individuals who are rigidly 
over-controlled and prone to deny adverse self-references. Finally, Rogers“! »». 2%. 
9°) confirming this paradox in his own studies, suggests a Y hypothesis, in which 
negative phenomenological data permit direct inferences of internal tension, while 
positive expressions may be either valid and healthy or defensive and morbid. 

The present study attempts to corroborate certain inferences arising out of the 
patterning of some familiar phenomenological measures. Specifically, it examines 
the relationships existing among expressed attitudes of self-acceptance and accept- 
ance of others on the one hand, and the following measures on the other; the F 
Scale“), Edwards’ manifest needs“), and a self-ideal discrepancy thought to indi- 
cate relative self-fulfillment. 





CORRELATES OF CERTAIN SUBJECTIVE ATTITUDES TOWARD SELF AND OTHERS 45 


MeEtTHOD 
The design is adopted from earlier work“: ® in which each subject’s scores on 
scales of self-acceptance (AS) and acceptance of others (AO) are used to locate him 
in a scattergram. When this has been done for the entire group, each distribution is 
then split by its own mean, forming the basic four groups shown in Table 1. Previous 


TaBLeE 1. Tue Basic Four Groups or THE Stupy 


Factors Acceptance of Others 
low high 


Acceptance of Self | 
High Group A Group B 
Low Group C Group D 





findings offer some hypotheses as to the character of these groups. Group A seems 
to represent a disowning, disparaging outlook whose clinical endpoint is paranoia. Its 
opposite—Group D— is characterized by the intropunitive self-depreciation en- 
countered in depression. Both Groups A and D represent exceptions to the theoreti- 
cal ideal where AS is proportional to AO. Group B, within limits, would appear to be 
most healthy, perhaps tending at the upper levels toward felicitous unreality. Group 
C, with its relatively sour perspective on self and others, seem to reflect a generalized 
“practical” cynicism. These group descriptions, each overdrawn to emphasize its 
uniqueness, serve as general hypotheses as to what characteristics the present study 
might hope to confirm for the separate groups. 

To provide the basic descriptive dimensions of acceptance of self (AS) and 
acceptance of others (AQ), scales were employed which earlier work had shown to 
be stable and useful.' Each of the present scales consisted of the ten most discrim- 
inating items taken from the AS and AO scales described in “?, of which the follow- 
ing are representative; ‘I often get a helpless feeling’ (AS) and ‘I wish people would 
be more honest with you” (AO). While the internal consistencies of these scales, as 
measured by the Kuder-Richardson formula“: »- *) are approximately .66, these 
are thought sufficient for the coarse grouping function to which the scales are put. 
Answers to these items ranged through six points, from ‘‘true’’ to ‘false’, and each 
individual’s score was the simple sum of each set of scale items, such that high scores 
indicate high self-acceptance and high acceptance of others. The measure of im- 
plicit antidemocratic trends employed was the Form 40 and 45 F Scale described in 
Adorno et al,“ pp. 282 £.) which was assembled, administered and scored in conform- 
ity with this reference. Manifest needs were examined by means of the Edwards 
Personal Preference Schedule “?, which like the other scales was administered to the 
subjects as a group. Finally, an attempt was made to quantify the disparity be- 
tween self-description and self-aspiration by using a standard set of adjectives which 
are known to have some stability for self-ratings. For this purpose the 49 adjectives 
isolated by Bills“ were administered twice—once on a sheet asking the subject to 
describe himself along a seven-point scale from ‘“‘very much”’ like himself to “not at 
all” like himself. On a second sheet the same adjectives and scales appeared, this 
time with the request that the subject describe “how you would like these words to 
describe you’’. The differences between these two sets of ratings are taken to be some 
measure of awareness of relative self-fulfillment. One further datum is available from 
these ratings. Nine of the Bills adjectives are clearly negatively loaded (e.g, ‘‘meddle- 
some’’). If the directionality of these nine items is reversed, one may simply sum the 
ratings an individual gives himself to obtain a coarse measure of the relative attract- 


1Copies of these scales are available from the author, or may be ordered from the American Docu- 
mentation Institute. Order Document Number 5069 from the ADI Auxiliary Publications Project, 
Photoduplication Service, Library of Congress, Washington 25, D. C., remitting in advance $1.25 
for photoprints or for 35mm microfilm. Make checks payable to Chief, Photoduplication Service, 
Library of Congress. 
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iveness he ascribes to his present perceived self. Finally, some isolated items bearing 
upon the questions of acceptability to others and upon locus of evaluation were in- 
serted as markers in the questionnaire. 

The subjects of this study were fifty junior and senior college women, about 
equally dispersed among the fields of occupational therapy, physical therapy, and 
nursing. As no differences were found among the subjects representing these major 
study areas, the data were combined as representing a single group. This group, it 
should be noted, differs from Edwards’ female standardization sample“: »- © in that 
the former shows less Abasement (p = <.02) and greater Aggression (p = <.02), 
perhaps reflecting some selection on the basis of occupational choice. All but two of 
the subjects were unmarried, and their mean age was 21.4 years. Testing was ac- 
complished in two classroom situations, separated by three weeks. The F Scale, 
and those for acceptance of self and of others were given first; the second testing 
session provided the Edwards data and the ratings of the Bills adjectives. The 
students identified all papers with their names.” 


RESULTS 


The major findings are summarized in Table 2 which sets forth the individual 
scale and item scores which serve to distinguish any of the four basic groups from 
the remaining three. For each entry, the information in parentheses indicates the 


Tasie 2. Scautes AND Items DistiInGuiIsHiIna SINGLE Groups From THE REMAINING 
THREE Groups 








Groups Items and Significances 
A 





The wild sex life of the old Greeks and Romans was tame compared to some of the goings- 
on in this country, even in places where people might least expect it. (agree; .001) 
People seem to like me. (agree; .001 


Most people these days have pretty low moral standards. (agree; .001 


) 
(Findings from other research: ’. *) overestimate their acceptability to peers (.05), do 
not want personal therapy (.05), and are least popular with peers (.05).) 





Every person should have complete faith in some supernatural power whose decisions he 
a without question. (deny; 01) 


Highest Edwards ‘‘Autonomy’”’ scores (.01) 
Lowest Edwards ‘“‘Abasement” scores (.01) 
The average person is not very well satisfied with himself. (deny; .001) 


Highest F Scores (.01) 

Science has its place, but there are many important things than can never possibly be 
understood by the human mind. (deny; .02) 

When a person has a problem or worry, it is best for him not to think about it, but to 
keep busy with more cheerful things. (agree; .02 

A person who has bad manners, habits and breeding can hardly expect to get along with 
decent people. (agree; .01) 


e true American way of life is disappearing so fast that force may be necessary to 
preserve it. (agree; .001) 


west Edwards “Introception” scores (.02) 
I tend to do or say things I’m later sorry for. (agree; .01) 
I wish I knew an older person I could turn to for advice. (agree; .001) 
I respect myself. (deny; .01) 
I act the way I think people want me to be. (agree; .001) 
I’m pretty satisfied with the way I am. (deny; .001) 








I'd probably rather follow than be a leader. (agree; .02) 

Nowadays when so many different kinds of people move around and mix together so 
much, a person has to protect himself especially carefully against catching an infection or 
disease from them. (agree; .025 


(Findings from other research: :(7, 8) underestimate their acceptability to peers (.05) and 
are most popular with peers (.05).) 





*The writer is grateful to Dr. Milton H. Miller of the University Hospitals’ staff for his coopera- 
tion in providing subjects for this study. 
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direction of the answer as well as the statistical probability of its being a chance oc- 
currence. Thus, for example, Group A attributes wild sexual behavior to others; 
their answers to this item differ from those of Groups B, C and D combined at the 
.001 level of confidence. 

For this sample, the correlation between AS and AO is +.50. The F Scale cor- 
relates —.27 with AS and -.36 with AO. Both high AS groups (i.e, A and B) describe 
themselves more positively (p = <.01) than do Groups C and D on the Bills ad- 
jectives, and they also show smaller discrepancies between self and ideal descrip- 
tions (p = <.01). The relative independence of these findings is shown by their low 
correlation, —.29; thus it is quite possible to encounter a highly positive self-descrip- 
tion together with a substantial self-ideal discrepancy. 

The correlation between AS and the self-ideal discrepancy is -.22. Thus high 
expressed acceptance of self does not necessarily mean a narrow gap between the 
perceived and idealized selves. One can presumably be quite satisfied with a self 
which is far short of his “‘ideal’’. 

An incidental finding relates to which of these measures will serve to distinguish 
the high from the low F scorers. Only the Edwards “‘Achievement”’ scale achieves 
this; the high F's score lower (p = <.02) on this variable than do the “‘lows’’. 


DiIscUSSION 


The overall correlation of +.50 between AS and AO is somewhat high in the 
writer’s experience and that of Omwake“® who conducted a systematic survey of 
such relationships. If one accepted the premise that the AS x AO correlation reflects 
the general adjustment of the group sampled, the expectation might be that these 
college women are better adapted than some other groups which have been similarly 
studied ®: 7. ©). The fallacy of this expectation is shown by an examination of Group 
C in Table 2, for here are individuals in whom AS is roughly proportional to AO and 
yet who, in ways, appear to be least contented. It is clearly not only the difference 
between AS and AO which betrays deviant social and personal perspectives; their 
sum, particularly when low, is also critical. 

Quite logically, the F Scale is slightly more related to AO than to AS, and yet it 
too finds best endorsement in a group which has poor self-acceptance in addition to 
low acceptance of others; otherwise Group A would also show high F scores, which 
it does not. From the work done with the F Scale“: ». ° the expectation was that 
Group A would indeed prove to contain the potential fascists among these individ- 
uals. But perhaps instead Group A harbors the potential, ‘‘provisional” strong man, 
who would not endorse authoritarianism unless his inclusion among the elite were 
assured. Group C, on the other hand, may see nearly everyone—themselves in- 
cluded—as unfit for the decision-making process and therefore welcomes the con- 
cepts of the strong man and firm traditions. And both B and D, with their expressed 
confidence in others, see less need for strong leadership and firm models. Although 
an attempt has been made to verify this explanation through item analysis, it cannot 
be said to have succeeded, and the issue remains in doubt. Related ongoing research 
with male medical students shows F scores highest in Group C and lowest in Group 
B, with only this latter relationship is significant (p = <.02). Here, and in other 
cross-study comparisons, differences introduced by sex are surely at work. 

The group findings for Group A shown in Table 2 are consonant with earlier 
expectations’ ®) for these individuals. Again they are shown to attribute degraded 
motives to others while claiming unrealistic acceptability for themselves. The frank- 
ly sexual quality of two of the items suggests the alleged relationships among sex- 
uality, projection and paranoia which have substantial historical, if not scientific, 
currency. The corollary expectation that Group A, in its concern for sexual issues, 
also might show elevated Heterosexuality scores on the Edwards Scale is encouraged 
but not confirmed (p = <.10). If one may combine these results with those from 
earlier work, it is tempting to describe the individuals in Group A as mistakenly, 
and yet defensively, complacent as to their social status, and morally uneasy, with a 
tendency to project. 
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Group C, formerly regarded as realistically cynical Bs, now emerges as being 
significantly troubled in their own right. Scalewise, they have the highest F scores 
and lowest Introception scores, a combination predicted by the Adorno group“: »- 
288) who view the authoritarian as exceptionally unable or unwilling to discern and 
respect human motives. The item implying that science can unravel anything, while 
taken from the F Scale, is inverted and thus even more striking; high F scorers typi- 
cally endorse this item, whereas Group C rejects it. The final five items distinguish- 
ing Group C seem to the writer to imply impulsivity, dissatisfaction, low morale, de- 
pendence and a marked tendency to accommodate others—the last two of which are 
inconsistent with the earlier expectation for these individuals. These persons, in 
addition to being cynical and disgruntled, now seem frightened as well and grasping 
for security. Each of the other groups appears to find strength somewhere; Group C 
does not. 

Group D continues difficult to characterize. Earlier work with other individ- 
uals“? portrayed these persons as popular but very modest, and some support is 
given this latter by their endorsement of the item concerning leadership. For obvious 
reasons, these people do not themselves aspire to leadership, but neither do they 
abandon their freedoms nor resort to conformism or traditionalism. The remaining 
item has a timid, hypochondriacal flavor which, in persons who feel weak and sur- 
rounded by strength, perhaps reflects their sense of vulnerability. 

Group B emerges as easily the healthiest. They tend to see happiness about 
thgm and assert a positive, confident faith in mankind. They display a lively sense 
of self-determination and personal responsibility for their behavior which can only 
be associated with a healthy psychological perspective. The misgivings as to the 
“too good”’ picture Group B might present have not been confirmed, although one 
cannot doubt that individuals may express vapidly and extravagantly positive atti- 
tudes toward any and everything, without having the attributes Table 2 suggests for 
Group B members. Perhaps such persons are sufficiently rare to become submerged 
in a research design not specifically fashioned to detect them. 

In summary, these results encourage the writer to amend Rogers’ Y hypothesis 
to an X hypothesis. This study and those which led to it suggest that, if a person 
offers positive self-references, one needs at least a second phenomenological dimen- 
sion (in this case, AO) to learn whether this behavior is probably valid (Group B) 
or probably defensive (Group A). So, too, if he makes negative self-references, the 
second dimension enables one to infer the character and perhaps the malignancy of 
his particular psychological approach (Groups C and D). In the light of this, to 
equate internal harmony with the condition that prevails when AS is proportional 
to AO is no longer tenable: both the sum of and the disparity between these expressed 
attitudes contain information as to the nature and adequacy of a particular adjust- 
ment pattern. i 


SUMMARY 


Expressed attitudes, because of their patent superficiality and susceptibility to 
distortion, would appear to lack discriminative power for the description of personal- 
ity. The thesis is examined that the patterning of certain expressed attitudes will 
yield relevant and less obvious information concerning the personality of respond- 
ents. Fifty junior and senior college women were grouped as representing various 
combinations of expressed attitudes of self-acceptance (AS) and acceptance of others 
(AO). All were then examined with the F scale, Edwards Personal Preference Sched- 
ule, and ratings of the perceived and ideal selves. 

The high AS - low AO group uniquely endorsed items which suggest that they 
overestimate their personal acceptability to others while ascribing degraded motives 
to those about them. The high AS - high AO group seems healthiest in its positive 
confidence in self and others, asserting self-determination and accepting personal 
responsibility. The low AS - high AO group almost timidly shuns leadership, while 
the low AS - low AO group, equally distrusting self and others, shows significantly 
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high F scores, low Introception scores, impulsivity, low morale, over-dependence and 
a marked tendency to accommodate others. 

In general it appears that the healthiest circumstances do not always obtain 
where AS and AO are proportional, particularly if their sum is low. Implicit anti- 
democratic trends do not occur simply when AO is low, but when low AO coincides 
with low AS. For this study, self-acceptance was not closely linked with the dis- 
crepancy between perceived and idealized selves. The high F scorers differ from the 
“lows” only in obtaining lower Achievement scores on the Edwards scale. These 
findings are thought to confirm the thesis that certain combinations of expressed 
attitudes permit the inference of other, less obvious personal qualities in the res- 
pondents. 
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PROBLEM 

Meehl’s recent book on clinical prediction” has exacerbated the continuing 
controversy over the effectiveness of inferential techniques such as the clinical inter- 
view. Attitudes toward the interview as a selection device vary from the sometimes 
caustic negativism of Kelly “ to the cautious optimism of Berg“. As is true in most 
such controversies, the research findings are diverse, both positive and negative 
evidence being available in the literature. It is the opinion of the present authors 
that one cannot take a “‘global’’ stand for or against the selection interview. It is a 


*This study derives from a project subsidized by the Office of Naval Research under contract with 
Northwestern University. The opinions expre: are those of the individual authors and do not 
represent the opinions or policy of the Naval service. 
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specific technique, effective in some situations and not effective in others. Among 
other things, its success depends upon the skills and experience of the interviewers, 
the information available to them, the predictions they are called upon to make, and 
the nature of the criteria against which their predictions are evaluated. 

The present study submits our belief in the specificity of the psychiatric inter- 
view to empirical check. Using a common pool of interviewers and random samples 
of interviewees drawn from the same population, three types of psychiatric inter- 
view are evaluated against three related but partially independent criteria, i.e., sub- 
sequent discharge from the Naval service for neuropsychiatric, other medical, and 
disciplinary reasons. The first interview consisted of the brief psychiatric interview 
given all recruits when they first report for duty at a Naval Training Center. Asa 
result of this interview they are either given a clean bill of health psychiatrically or 
assigned to one of two graded categories (explained below) indicating the existence 
of borderline, but not disqualifying, neuropsychiatric conditions. Our hypothesis 
was that subsequent Naval service would show a clear differentiation in psychiatric 
discharge rates between the “normal” and borderline groups, but that the differ- 
entiation between borderline groups of differing amounts of presumed disability 
would be less clear. The further prediction was made that the same relationships 
would appear, though much less clearly, for the criteria of other medical and dis- 
ciplinary discharge rates. The second interview was administered only to the border- 
line cases, whose previous ratings are reviewed and revised after a period of training. 
At this time the interviewer has available specific information concerning the re- 
cruit’s progress and behavior during training. It was our hypothesis that this inform- 
ation would sharpen the prediction on all criteria. The third interview was given at 
the close of training to assess the psychiatric suitability of volunteers for special 
duty, such as submarine service, diving, etc. Only men from the top category of ad- 
justment (based on the original interview) are permitted to volunteer for such duty. 
It was our hypothesis that further differentiation among this top group would be 
impossible for the interviewers in a brief interview and that the predictions here 
would not be valid. 


PROCEDURE 


The interviews were administered by the staff members (psychiatrists and clin- 
ical psychologists) of the Psychiatric Unit at a large Naval Training Center during 
the year 1952. The experimental population interviewed was drawn from the re- 
cruits entering the Training Center at that time. 

In accordance with Army regulation AR 40-115 every new recruit entering the 
military services must have his physical condition rated according to the PULHES 
profiling system “. Each of the letters of PULHES represents an important dimen- 
sion of the physique (P represents physical stamina; U, the upper extremities; L, the 
lower; H, hearing; E, vision; and S, the neuropsychiatric dimension). Each dimen- 
sion is envisaged as having four grades, with the number “‘1”’ representing the highest 
level of physical fitness; ‘‘2’’, transitory stage indicating some defect; ‘‘3’’ indicating 
defects which limit the type of military duty which the recruit can perform; and ‘‘4” 
signifying that the recruit is unacceptable for service. Our interest is in the psychia- 
tric, or S, dimension. The rating is done in a brief psychiatric interview given each 
recruit as part of his original physical examination upon his arrival at the Training 
Center“. It is a typical brief selection or “screening” interview. Recruits assigned 
to the “1” category are assumed to be clear of psychiatric defect and available for 
general duty. They receive no further study during training unless some unexpected 
difficulty arises. Recruits in the ‘‘2” category give some evidence of maladjustment 
such as mild transient psychoneurotic reaction, mild character or behavior disorder, 
or borderline mental deficiency. The ‘3”’ group may show mild chronic psycho- 
neuroses, moderate transient psychoneurotic reaction, or mild mental deficiency, etc. 
They are acceptable only for limited duty. All recruits assigned to categories ‘2’ 
and “3” are followed during training and are reinterviewed before their training is 
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over, in order that they may be reclassified if justifiable. Men placed in the “gr? 
category are automatically disqualified for service and hence not available for a 
follow-up study such as ours. 

Our experimental sample contained 2,406 recruits: 617 in category “1”; 1,273 
in “2”; 516 in “3’’. Because of the record filing system in use at the Center, these 
samples do not represent the actual distribution of the total population from which 
the samples were drawn. A more representative sample would have had the majority 
of — in category “1”. This distortion of the sample, however, in no way biases our 
study. 

As a result of reinterview after an adequate trial at duty, men in the “2” and 
“3” categories may have their PULHES rating revised. This is the second type of 
interview, where the interviewer has available a report from the recruit’s Company 
Commander on his general progress in training. Pertinent medical and disciplinary 
data are also available. As a result of this reclassification, our sample of 2,406 was 
redistributed as follows: 1,147 in category ‘1’’; 967 in ‘2’; and 292 in “3”. The 
general trend in revision is thus upward. 

At the end of their training period, all men in category “‘1”’ may apply for special 
duty, such as submarine service. Before being accepted, they receive a brief psy- 
chiatric interview, as a result of which they are either qualified or disqualified for the 
special service involved. Such disqualification does not preclude further productive 
service in other, less specialized branches of the Navy, and it is expected that the 
men will serve adequately elsewhere. No supplementary training reports, etc., are 
available on this group. Our sample here consisted of 655 recruits, of whom 531 
were qualified, and 124 disqualified. While the sample used was not confined to the 
sample under ‘‘1’’ above, it does overlap with it. 

The evaluative criteria used in assessing the efficacy of the interviews was sub- 
sequent discharge from the Naval service for neuropsychiatric, other medical, or dis- 
ciplinary reasons during a period of approximately three years of service. The dis- 
charge rates were obtained from the recruits’ medical and service records through 
the cooperation of the Naval Records Management Center. 


RESULTS 


Table 1 gives the results for all three interviews in terms of the percentage dis- 
charged during three years subsequent service. The findings for the first interview, 
the brief intake interview that established the original PULHES ratings, confirm our 
hypothesis. The psychiatric attrition rate is clearly less for category ‘‘1”. The differ- 
ence between “1” and “2” is statistically significant at the 1% level, and between 
“1” and “3” at the 5% level. The difference between “2” and “3” is not only not 
TaBLe 1. Sussequent DiscHarces Durine Service ror PsycuiaTric, OTHER MEDICAL, AND 
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significant, but actually is not even in the correct direction. Apparently our inter- 
viewers can clearly separate a ‘‘normal”’ or psychiatrically clean group from the 
borderline groups, but cannot make a distinction within the borderline groups them- 
selves. As predicted, the medical discharge rates are in the expected direction, but 
the differences do not reach statistical significance. On the disciplinary side all the 
differences are again in the correct direction, but only that between categories ‘1’ 
and ‘‘3”’ is significant, at the 1% level. Totaling all three criteria, the differences are 
all in the expected direction, with those between “1”’ and both “2” and ‘‘3”’ being 
significant at the 1% level. Apparently our brief interview is achieving some valid 
prediction. 

The results on the second interview, in which the ratings are revised, do not 
confirm our hypothesis that the predictions should be better with the added informa- 
tion available. For the psychiatric criterion, the difference between categories ‘1’ 
and “2” is still significant, but only at the 5% level, and the difference between “1” 
and ‘3’ is not significant. The reversal in the expected direction of the difference 
between ‘‘2” and ‘‘3”’ noted above is more clear and almost achieves statistical sig- 
nificance. The added information seems to be handicapping rather than aiding the 
interviewers in their selection on the psychiatric criterion. The results are better on 
the medical and disciplinary criteria, however. All the results remain in the expected 
direction, with the differences in medical discharge rate between ‘‘1”’ and “3” sig- 
nificant at the 1% level, and between ‘‘2” and “3” at the 5% level, and the differences 
in disciplinary discharge rate between “‘1”’ and both ‘‘2” and “3” significant at the 
1% level. While the added information confuses the purely psychiatric prediction, 
it seems to help the medical and disciplinary prediction. Totalling the three criteria, 
the results are as before all in the expected direction, with the differences between 
“1” and both “2” and “3” again at the 1% level of significance. 

Turning to the results of the interview given for qualification for special service, 
our hypothesis that the interviewers would fail in attempting to establish further, 
finer differentiation among the normal or “‘1”’ category is confirmed. There are no 
significant differences on any of the criteria between the qualified and disqualified 
groups. Apparently we have pushed the discriminatory power of our brief psychia- 
tric interview beyond its limits. The absolute discharge rates are all very low, how- 
ever, and thus indirectly confirm the previous findings that the “1’’ category as 
selected is in reality a superior group. 

Because of the small discharge rates just noticed, and because of the importance 
of the psychiatric examination in the Naval selection procedure for special service, 
three further samples were studied, one of 373 recruits during the year 1953 and one 
of 184 recruits during 1954 at the same Training Center used in the previous study, 
and one of 491 recruits during the year 1954 obtained from a different Center. The 
results are so homogeneous and agree so closely with those previously obtained that 
there is no need to repeat them here. The negative results from these four samplings 
of some 1,703 recruits suggest that the further inclusion in Naval selection procedures 
of this examination for special service is not justified. 


Discussion 


Our results indicate that the brief psychiatric interview may offer valid pre- 
dictions concerning future maladjustment during military service. It would appear 
to be a rough measure usable in military selection for differentiating a psychiatrically 
superior group from an inferior one. As such, it resembles what Cronbach has called 
a “‘broad band” technique. Our study indicates, however, that its predictive power 
is limited and that under some conditions its discriminatory powers can be pushed 
too far at this stage of our knowledge. 

The present findings are in agreement with previous studies on Naval neuro- 
psychiatric selection during World War II.‘ Caution is necessary in comparing 
peace time data with that gathered during hostilities, however, as the manpower de- 
mands of war result in poorer preliminary selection, and submit the individual to 
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much greater adjustmental demands. Caution should also be used in applying mili- 
tary findings in civilian selection settings. Civilian psychiatric selection usually in- 
volves much more highly selected populations which are submitted to much less en- 
vironmental stress. 

While our findings demonstrate the validity of the psychiatric interview as a 
technique for military selection, by themselves they do not immediately justify its 
use as a basis for differential treatment within the military service. Our groups can 
be reliably differentiated, but the absolute differences in discharge rates are not 
large and military economy may or may not dictate differential treatment. Thus, 
Clements, Wiest, and Gleason in a study of the training performance of individuals 
with low PULHES ratings, find some indication that these men may perform ade- 
quately in training °’. Their criterion, however, is one of performance during training, 
rather than the one of satisfactory later performance during service, such as we have 
used. The whole question of the utilization of such valid predictions as we have 
demonstrated is a matter of manpower logistics and must be settled in the light of 
such broader information as we have reported elsewhere ©. 

In conclusion, we have demonstrated the specificity of the psychiatric inter- 
view and the futility of assuming an extreme attitude of either blanket approval or 
blanket rejection of it as a selection technique. As Cronbach says in discussing the 
entire controversy involving actuarial versus inferential techniques such as the 
interview, ‘“‘The critical question is why inferences go wrong, not whether inference is 
a legitimate mode of test interpretation’. As with any specific technique, our use 
of the interview will improve as we learn more about its peculiar characteristics, and 
study further those situations in which it works, as well as those situations in which 
it does not. The answer is, as it is with all our problems, that we need further re- 
search. In the conduct of such research we can agree heartily with Kelly, ‘The re- 
search itself must be done by persons trained in the skills demanded by the com- 
plexity of the task, but who are also capable of operating in a practical world in which 
selective techniques are now evaluated largely in terms of their face and faith valid- 
ity.” 


SUMMARY 


The specificity of the psychiatric interview is investigated by studying its per- 
formance in three different military situations. In two of these it yields valid pre- 
dictions. In the third it does not. 
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A METHOD OF ASSESSING CAPACITY IN PRESCHOOL CEREBRAL 
PALSIED CHILDREN 


KATE L, KOGAN 


Spastic Children’s Clinic and Preschool 
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PROBLEM 


Evaluating the intellectual alertness of the young cerebral palsied child who 
may have neither language communication nor manipulative capacity to demon- 
strate his understanding of relationships is a well recognized problem. Until recently 
many such children have not been able to be tested. In the past few years there 
have been published several methods of arriving at some evaluation. All of the 
methods described have in common simplification of response, so that pointing, 
smiling, nodding, or any other clearly discriminable method of indicating the correct 
response can suffice. 

In 1952 Haeusserman®? published a detailed method of examining judgment, 
discrimination, etc., using single sensory judgments involving vision, hearing or 
touch. This kind of technique is careful, but laborious. The ordinary clinical 
service does not permit the time and number of separate contacts necessary to com- 
plete the study on all patients. However, this is the only technique geared specifical- 
ly to patients of preschool levels. In 1954, Burgemeister, Blum, and Lorge®? pub- 
lished the Columbia Mental Maturity Scale designed to yield an estimate of the 
intellectual ability of children in the mental age range from 3 to 12 years. However, 
the mean IQ of the 3-year-old standardization group is 110, so that this material is 
geared too high for most handicapped youngsters as young as the age of three. 


A third method described in the literature is the Ammons Full Range Picture 
Vocabulary Test. The test was first stated to be useful between the ages of two and 
five"). However, in Richardson and Kobler’s study “’, applying it to cerebral palsied 
children, they state that the test can only be used from kindergarten on. This test 
has the advantage of simplicity and inexpensive material, but again seems not quite 
appropriate to the ages at which many cerebral palsied children are first ready to 
enter upon training programs. 


METHOD 


The method to be presented here, the Children’s Picture Information Test, was 
designed for use with the population of the Spastic Children’s Clinic and Preschool 
in Seattle, Washington.* The method employs a multiple choice task requiring the 
child to indicate the one picture (of four possibilities) which belongs with each key 
picture. There are 34 sets of items. An effort was made to restrict the content largely 
to everyday household situations so that the immobilized child of confined environ- 
ment would have had a chance for familiarity with the majority of the objects pic- 
tured. The sets of pictures are mounted on large pages in book form. Colored pic- 
tures were selected from picture dictionaries and other object picture books designed 
for young children. 

In this preliminary study there were fifty children to whom the Revised Stan- 
ford Binet (or sections of the Cattell Infant Intelligence Scale as a downward re- 
vision of the Stanford Binet) and the Children’s Picture Information Test were given. 
The age and intelligence distributions are shown in Table 1. The range of mental 
ages was 27 to 93 months. 


*Anyone interested in securing specimen sets for research use, should contact the author, Dr. 
Kate L. logan, 6034 44th Ave., N. E., Seattle 15, Washington. 
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TaBLE 1. AGE AND INTELLIGENCE OF 50 PrE-scHOoL CEREBRAL 
Pausrep CHILDREN, AvERAGE AcE 5 Years 8 Montus, AVERAGE 
75.44. 





Age 


3 years to 3 years 11 months 
4 years to 4 years 11 months 
5 years to 5 years 11 months 
6 years to 6 years 11 months 
7 years to 7 years 11 months 
8 years to 8 years 11 months 








IQ Below 50 


90-109 
110 and above 





RESULTS 


The first step was to compute the correlation between number of items correct 
and mental age. The product moment correlation was .70+ .05. Since certain items 
appeared to be more difficult than others, it was felt that weighted values might be 
more effective. In order to arrive at weights for the individual items the group was 
arranged in order of ascending mental age, and split into odd-even alternate sub- 
jects to allow an opportunity for replication. Weights were then assigned on the 
basis of the scores of the odd-numbered subjects, so that 4 items were weighted 3, 
15 items were weighted 2, and the remaining 15 were weighted 1. Product moment 
correlation between weighted score on the Childrens Picture Information Test and 
Stanford Binet mental age for the odd-numbered subjects (from whose data the 
weights were derived) was .81; for the even-numbered subjects (replication group) 
the correlation was .82. For the entire group of fifty subjects the correlation was 
82+ .03. 

Standardization by testing a large “normal population” remains to be done. 
However, a group of ten non-handicapped children were sampled, mostly siblings of 
the patient population. These children ranged in age from 2-5 to 5-2, and in IQ 
from 100-155. The IQ range is not comparable to that of the patients; however, it 
is of some interest that the correlation between picture test score and mental age 
was .87. 

From the data obtained, a tentative scale of mental age equivalents has been 
drawn up working from the smoothed curve of the results available. This aspect of 
the method requires a good deal more collection of data and checking in order to be 
reliable. However, applying the tentative mental age equivalents back to the same 
group, the correlation between mental age scores on the two tests is .84. 

When the test was given to 10 children whose handicap was so severe that other 
standard psychometric methods could not be used, mental ages were obtained rang- 
ing from below 2 to 5-6. These results would suggest that the severely handicapped 
perhaps represent about the same range of intellectual ability as their less handi- 
capped peers. 


DIscussION 


The pool of available cases in any one locale is necessarily limited, so that ac- 
cumulation of a sufficient number of preschool cerebral palsied children for adequate 
standardization will be a very slow process. Results to date give promise of a fairly 
high degree of correspondence with standardized psychometric procedures, which 
compares favorably with the values reported in the literature. Burgemeister, Blum, 
and Lorge®? report a correlation of .78 between their test and Stanford Binet IQ's. 
Richardson and Kobler“? report correlations of .88, .90, and .74 respectively between 
the techniques they used and Stanford Binet scores. 





KATE L. KOGAN 


SUMMARY 


The Children’s Picture Information Test was designed for assessing the in- 
tellectual level of young cerebral palsied children. The test was given to 50 children 
who also were given standard psychometric examinations. The product moment 
correlation with the Stanford Binet was .82+ .03. Ten children who were so severely 
handicapped that they were untestable by other methods appeared to represent the 
same range of intelligence as the larger group on the Children’s Picture Information 
Test. 

Hence the Children’s Picture Information Test appears to give promise of being 
a useful measure of intellectual ability in young handicapped children. It has been 
usable with certain children who could not be tested with other methods. Future 
work should be directed toward non-handicapped children of comparable mental 
levels, greater numbers of cerebral palsied children, and studies of test-retest agree- 
ment after intervals of growth. 
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LEISURE ACTIVITIES IN RELATION TO NEUROPSYCHIATRIC 
DIAGNOSIS AND TREATMENT* 


J. P. 8. ROBERTSON 
Netherne Hospital, Coulsdon, England 


PROBLEM AND PROCEDURE 


It is sometimes suggested that neuropsychiatric patients may differ in the 
variety and nature of their leisure pursuits according to diagnostic category or res- 
ponse to treatment. The hypothesis has had little formal investigation and the en- 
quiry reported here was carried out as a general exploration. The data were derived 
from the replies to a question routinely answered by 953 patients first admitted in 
1951-52: What are your chief leisure activities, sparetime interests, hobbies, games, 
— etc.? Spaces were provided to record 10 items but more could be ap- 
pended. 


Classification of Activities. Study of the data indicated that all the pursuits recorded 
could be subsumed under 12 major fields. These are listed here in the order of fre- 
quency with which men recorded them. The order of frequency among women is 
shown in parentheses. 

(6) Energetic sports (playing or watching) 

(2) aden and allied activities 

(7) Activities involving movement and observation for pleasure (driving, cycling, 

hiking, visiting interesting places) 
(1) Indoor manual crafts 
(8) Gardening and outdoor manual crafts 


*The author’s thanks are due to Dr. R. K. Freudenberg, physician superintendent, Netherne 
Hospital, for his encouragement of this investigation. 
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6 Esthetic activities 

7 Indoor games and similar activities 

8 5) Relatively passive pursuits (movies, television, radio) 
9 Family and social activities 

10 Activities involving animals or nature 

11 9) Organizational activities 

12 ; Deviant or bizarre activities 


The number of major fields per patient had a product-moment correlation of .83 
with total number of items recorded per patient. Variety of leisure activities seemed 
adequately measured by number of major fields, the obtained range being 0 to 9. 
Nature of leisure activities seemed sufficiently represented by the separate fields. 
Information was studied on two additional matters, statements that the patient’s 
usual gainful occupation was also a leisure pursuit and statements that leisure activi- 
ties had been abandoned in the recent past or had ceased to mean anything. 


Classification of Patients. The patients were classified according to sex, age, marital 
status, education and occupational level as well as neuropsychiatric diagnosis and 
response to treatment. The diagnoses were the final opinions in the case-histories 
assimilated to the statistical classification of the World Health Organization as 
follows, the frequency of each being noted in parentheses: Anxiety State (70), Hys- 
teria (73), Obsessional Neurosis (14), Pathological or Paranoid Personality (38), 
Alcoholism (29), Depression (234), Mania (5), Schizophrenia (350), Puerperal 
Psychosis (12), Organic Psychosis (117) and Epilepsy (11). Consideration of res- 
ponse to treatment was limited to Anxiety State, Hysteria, Depression and Schizo- 
phrenia, in which all patients had received some form of therapy. Patients were 
classed as showing a favorable response if they were discharged as recovered or re- 
lieved within six months of their admission and remained outside hospital apparently 


well for the next 18 months. All others were classed as showing a less satisfactory 
response. 


RESULTS 
Variety of Activities. The statistical significance of differences in number of major 
fields was tested by chi-squared with grouping to avoid small expected frequencies. 
The sexes did not differ significantly. In both men and women the younger patients 
recorded significantly more fields than the older. Single women and married women 
without children recorded significantly more fields than married women with chil- 
dren. Women in the upper educational and occupational levels recorded significantly 
more fields than those in the lower. There were significant differences for diagnosis 
but none for response to treatment. The patients in Anxiety State, Obsessional Neu- 
rosis, and Pathological or Paranoid Personality recorded significantly more fields 
than the others, those in Organic Psychosis recorded significantly fewer. If the 
younger and older patients were considered separately, however, these diagnostic 


differences disappeared. Variety of leisure activities seems not to be of great neuro- 
psychiatric relevance. 


Nature of Activities. The significance of differences in the separate major fields was 
also tested by chi-squared. Sex was a very important factor along the lines indicated 
in the frequency rankings of the fields. The effects of age, marital status and educa- 
tion operated less emphatically in men than women. The correlated factors age and 
marital status tended to operate in the same direction, the data suggesting that 
neither was more fundamental than the other. The young and the single more fre- 
quently recorded activities involving movement and observation and also relatively 
passive pursuits, and less frequently recorded gardening. Young and single women, 
compared with other women, more frequently recorded energetic sports, reading 
and esthetic activities, and less frequently recorded indoor manual crafts and organ- 
izational activities. The correlated factors education and occupational level also 
tended to operate in the same direction; here too, the data suggested that neither 
was more fundamental than the other. The upper levels tended to record reading, 
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activities involving movement and observation, and esthetic activities more fre- 
quently and indoor manual crafts less frequently. Women in the upper levels more 
frequently recorded energetic sports and organizational activities than did those in 
the lower levels. 

According to diagnosis there were significant differences in nearly all the fields. 
When these were further examined within the groupings according to sex, age, marital 
status, education, and occupational level, most diagnostic excesses and deficits dis- 
appeared. The following, however, seem to be genuine diagnostic characteristics. 

Anxiety State: (men) excess recording gardening. 
_ Hysteria: excesses recording relatively passive pursuits and also family and social 
activities. 
Pathological and Paranoid Personality: excesses recording reading and indoor games. 
Alcoholism: (men) excess recording energetic sports and deficit recording gardening. 


_Depression: (women) excess recording indoor games and deficits recording reading and 
deviant pursuits. 


Schizophrenia: excess recording deviant pursuits and (women) deficit recording indoor 
games. 


Puerperal Psychosis: excess recording deviant pursuits. 


According to response to treatment there were significant differences in three out 
of 48 comparisons, which is virtually at chance expectancy, so that the connection 
seems negligible. Nature of leisure activities therefore would appear to depend main- 
ly on sex, age, marital status, education and occupational level. It has a few sug- 
gestive relations to diagnosis but none to response to treatment. 


Usual Occupation and Loss of Interest. Statements that the patient’s usual occupa- 
tion was also a leisure activity were significantly commoner in men than women but 
showed no other differences. Complaints of loss of interest in leisure activities were 
likewise significantly commoner in men than women. They were less common in 


married men with children than in others. In women they were less common in the 
lower occupational levels. There were no significant differences in regard to diag- 
nosis or treatment. It is noteworthy that they were not commoner in schizophrenics. 


Discussion 


It would appear that leisure activities have no connection with the response a 
neuropsychiatric patient makes to treatment. They show certain relationships to 
diagnosis which would be worth further investigation. Doubts may be expressed 
about the accuracy of information provided by psychotics. The general picture, 
however, corresponds to evidence about the leisure pursuits of normal persons in the 
same cultural pattern. In the foregoing enquiry a free method was preferred to the 
use of existing schedules because the latter are all so closely geared to vocational 
problems, see Dayhaw“? and Tiedeman and Wilson®). In future work it would be 
desirable to provide a fairly complete check-list of possible leisure activities and to 
obtain information regarding the amount of time per week spent on each item. It 
would also be desirable to distinguish activities formerly pursued but given up from 
those still pursued. 


SUMMARY 


Data were examined on the leisure activities prior to first admission of 953 
neuropsychiatric patients. Variety of activities had no relevance to diagnosis or 
response to treatment. Nature of activities had no relevance to response to treat- 
ment, but showed some suggestive relationships to diagnosis. 
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INTRODUCTION 

This paper presents a report of the relationship between pre-drug palmar sweat 
patterns and the behavioral response of chronic schizophrenics to tranquilizing 
drugs. It was carried out in conjunction with a study“ of the differential effects of 
reserpine, chlorpromazine (Thorazine, 8. hk. F.) and a combination of these drugs 
on the behavior of regressed schizophrenic patients.2, The present study is, in part, 
an attempt to identify individual characteristics, within a randomly selected patient 
group, which are related to a particular individual’s response to these drugs. 

It is generally accepted that palmar sweating is related to ‘‘anxiety”’. Recently, 
Mowrer“? has described the development, physiologic rationale, and clinical useful- 
ness of palmar sweat measurement as an experimental technique. He reports, for 
example, that a general decrease in palmar sweating during psychotherapy correlates 
with expressions of increased emotional ‘‘comfort’’. As the patient becomes less 
‘“‘anxious’’, as measured by his own statements, he shows decreased palmar sweat. 
For the purposes of this paper, palmar sweat will be regarded as being related to 
“anxiety” or ‘“‘emotional tension”. A patient who shows more variability and /or 


higher palmar sweat levels than another patient will be operationally defined as a 
more ‘‘anxious’”’ person. 


METHOD 

The procedure outlined by Mowrer“? was followed in this study. The obtained 
sweat print was analyzed with the densitometer. A reading of 24 milliamps (6 milli- 
amps deflection) indicated more perspiration than a reading of 27 milliamps (3 
milliamps deflection). No relationship was found between the amount of palmar 
sweating and temperature. The relationship between relative humidity and palmar 
sweating was also studied. Although there appeared to be no relationship between 
these, this conclusion must remain tentative because it was later discovered that the 
hygrometer was defective. Kuno®? has concluded that palmar sweating, unlike 
sweating in general, is not a reflection of the thermo-regulating process. 

Three pre-drug sweat prints were obtained for each individual at weekly inter- 
vals. During the 13 weeks of the experiment, weekly sweat prints were also obtained 
from each subject. There were 10 patients in each of the three drug groups. All were 
chronic, regressed schizpohrenics, none having been previously treated with tran- 
quilizing drugs. 

Two scores were obtained from the sweat prints. (a) Variability score. A meas- 
ure of the stability of successive palmar sweat readings. For example, a subject with 
3 successive readings of 21, 27, and 28 would receive a Variability score of 4.67 (the 
sum of differences between each possible pair, divided by the number of possible 
pairs.) (b) Mean Score. In the example cited above, the mean was 25.3. A correla- 
tion of .64 was found between these two scores. Although this represented a signi- 
ficant relationship between Variability and Mean scores, the former were employed 
in this study because they were more highly predictive of the patients’ response to 
drugs than the Mean scores. 


‘From the VA Hospital, Fort Douglas Division, Salt Lake City, Utah. 

*The drugs used in this study were supplied by the Research and Development Division of Smith, 
Kline and French Laboratories. The combination capsules were made up of reserpine and chlorpro- 
mazine in a 1:100 proportion. 
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RESULTS 


Prediction of Response to Tranquilizing Drugs. Table 1 indicates that patients 
who had high, pre-drug variability scores improved the most* when given chlorpro- 
mazine or reserpine alone (rho correlations between .81 and .76 with total adjust- 
ment scores). This relationship was not significant for the two drugs administered in 
combination, 7.e. the patient who had a low Variability score improved almost as 
much as the patient who had a high Variability score when given reserpine and chlor- 
promazine in combination. 


TABLE 1. RanK-OrpER CORRELATION BETWEEN Pre-DrvuG VARIABILITY SCORES AND 
IMPROVEMENT IN BEHAVIORAL SCORES. 








Factors 


Reserpine 
Group 


Chlorpromazine 
Group 


Combination 
Group 





Total Score Change 
Cooperation 

Affect 
Communication 


gi** 
.75** 
.63* 


we 


Bae 
Ph ag 
.67* 

.83** 


.20 
16 
.30 
-05 








** .01 level of significance 


* .05 level of significance 


Table 2 presents a further analysis of the individuals within each drug group. 
These findings must be regarded as tentative because of the small number of cases 
in each variability category. Those patients who had Variability scores between 
4 and 5 improved much more on reserpine and chlorpromazine alone than those who 
had Variability scores between 0 and 1. The advantage, however, is clearly in favor 
of chlorpromazine so far as amount of improvement is concerned. Most patients 
who had Variability scores between 0 and 1 did improve significantly when given 
reserpine and chlorpromazine in combination. Those patients, however, whose Var- 
iability scores were between 2 and 3, responded well to chlorpromazine alone and 
actually exceeded in behavioral gain those of this category treated with the drugs 
in combination. 


TasBie 2. Mean Torat Score Garn or Drua Groups IN RELATION TO PrE-DruG VARIABILITY 








Variability Reserpine Chlorpromazine Combination 


Scores 
4-5 +21.5 
2-3 +12.0 
0-1 + 2.6 





(N =4) +47.5 (N=2) 
(N =1) +43.0 (N=3) 427.5 
(N =5) +3.6 (N=5) | 421.3 








(N =4) 
(N =6) 














These results must obviously be interpreted in terms of the amount of drugs 
actually given in this experiment. Detailed information on the dosage during 3 
months of treatment has been given in the drug evaluation report“). The dosage 
averaged between 5 - 6 mg. a day of reserpine, 400 - 600 mg. of chlorpromazine, and 
2:200 - 3:300 mg. per day of these drugs in combination. These are to be considered 
“moderate” dosages in terms of some current reports on the drug treatment of re- 
gressed schizophrenics. The findings that patients with low sweat variability did 
not respond to reserpine or thorazine in the amounts given is not meant to imply 
that they would not have responded to massive doses of these drugs. 


*The criteria of behavioral improvement were the changes in score on the MACC Behavioral Ad- 
justment Scale described elsewhere“). This scale appears to be a highly reliable measure of the be- 
avioral adjustment of hospitalized schizophrenics. 
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DISCUSSION 


The finding that many patients with low sweat variability do improve behavior- 
ally when treated with the combination is of interest. However, it was not possible 
to say whether these results should be ascribed to the particular effectiveness of the 
drug combination per se on such patients or simply to the fact that the combination 
in the amount given simply exceeded in potency the treatment given the reserpine 
and chlorpromazine groups. The latter hypothesis could be tested by studying the 
response of patients with low sweat variability to more massive treatment with re- 
serpine or chlorpromazine alone. It is conceivable that these less responsive patients 
might have shown more improvement on high doses. 

These findings, with palmar sweat used as an indicator of ‘anxiety’, are 
generally consistent with clinical reports on the prognosis for treatment in schizo- 
phrenics. Patients with overt anxiety, lability of mood, or other manifestations of 
affect have, in general, a more favorable prognosis than those who are highly stabil- 
ized, anergic, or emotionally flat. These criteria, as evidenced more objectively in 
palmar sweat levels, appear valid for response to psychotropic drugs, as they have 
in the past for other treatment measures. Cowden, et al®, on the basis of clinical 
impressions have pointed out that the patient who has maintained a high level of 
anxiety, even though hospitalized for a long time, benefits most from chlorpromazine. 
It would also be of interest to know whether patients with high sweat Variability 
scores would fall into the prognostically favorable group as defined by the Funken- 
stein Test. 


CONCLUSIONS 


1. The amount of variability in successive pre-drug palmar sweat readings 
appears to be highly related to behavioral improvement in response to moderate 
doses of reserpine and chlorpromazine given over a 3-month period. Palmar sweat 


variability would seem to be a useful predictive indicator of the response of regressed 
schizophrenics to these drugs in the doses given. 


2. Among the patients in this study, those with high sweat variability (Var- 
iability score 4-5) treated with moderate doses of chlorpromazine showed the largest 
behavioral gains. This finding has been suggested elsewhere ®?. 


3. Most patients with low sweat variability responded well to a moderate dose 
of reserpine and chlorpromazine in a proportion of 1:100. 
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INDIVIDUAL VARIANCE SCORE: AN INDEX OF THE DEGREE OF 
DIFFERENTIATION OF THE SELF AND THE BODY IMAGE! 


SIDNEY M. JOURARD AND RICHARD M. REMY 
Emory University? 


Personality theorists have called attention to the fact that the phenomenal self 
may be more or less highly differentiated “- >». 142-149; 5. pp. 80-93). By differentiation, 
they refer to the subject’s recognition and differential response to the various parts 
of which the total self is comprised. By the same line of reasoning, we could speak of 
a person’s phenomenal body, or “‘body-image’’ as being more or less highly differ- 
entiated. A person with a highly differentiated body-image might be expected to 
show more differential behavior toward the various aspects of his body than an 
individual with a less-differentiated body-image. One measure of differential be- 
havior is an individual’s variance in responding to a questionnaire comprised of items 
which derive from the same conceptual universe. Thus, a person who varies his 
responses to items pertaining to his self and to his body would obtain higher var- 
iances than a person who responded similarly to these items; he might be said, thus, 
to have a more highly differentiated self-concept and body-image than the latter. 

In previous investigations utilizing scales of body-cathexis and self-cathexis?, 
it was noted that female subjects (Ss) showed greater variability than males in 
making cathexis-responses to their bodies. The males tended to limit their cathexis- 
responses to a smaller number of scale categories. The present investigation was 
undertaken in order to determine whether this observed trend was consistent, and to 
compare body~—and self-differentiations within and between the sexes. Since this 
may be viewed as an exploratory study, the null hypothesis appears to be most war- 
ranted for initial testing. It is stated as follows: There will be no differences between 
the sexes in variability of cathexis-responses to the body and the self, nor will there be 
within-sex differences in variability of cathexis-responses to the body and the self. 


PROCEDURE 


Fifty-one female college students and forty-eight college males served as Ss. 
Mean age was 21.5 years, with an SD of 2.5. 

A forty-trait self-cathexis questionnaire and a forty-part body-cathexis ques- 
tionnaire were employed. Ss signified the degree of satisfaction-dissatisfaction with 
each part of the self and the body in accordance with the following five-point scale: 
(1) strong positive feelings, (2) moderate positive feelings, (3) no feelings one way or 
the other, (4) moderate negative feelings, and (5) strong negative feelings. These 
questionnaires, along with others, were administered by the junior author in con- 
nection with his Master’s thesis®’. Only the variances of each 8’s responses to the 
BC and SC scales are considered here. After the variance for each § had been com- 
puted, the mean variances for males and females were calculated and compared by 
t tests within sexes and between sexes. 


RESULTS AND DISCUSSION 


In Table 1 it may be seen that: (1) Females have a higher mean variance for the 
BC scale than males (¢ = 2.13; P between .02 and .05). (2) Females do not differ 
from males in mean variance for the SC scale. (3) Females show no difference in 
mean variance for responses to the BC and SC scales. (4) Males have a higher mean 
variance for their responses to the SC than to the BC scale (t = 3.37; P = .01). 

Females show greater variability than males in making cathexis-responses to 
their bodies. From this observation, it may be concluded that women tend to have 
a more highly differentiated body-image than men. The sexes do not differ in the 
extent to which the self-concept is differentiated, nor do women differentiate their 


aes” revision of a paper read before the Southern Society for Philosophy and Psychology, Atlanta» 
*The senior author is now with the i of Psychiatry, University of Alabama Medical 
Center. The junior author is with the U. 8. Arm 





INDIVIDUAL VARIANCE SCORE 


TaBLeE 1. Berween-Sex anp WITHIN-SEx CoMPARISONS OF MEAN VARIANCE 
Scores For Bopy-CaTHeExis (BC) anp Se.tFr-CaTHexis (SC) 








Mean Variance Scores 
BC SC tt 


Males (N = 48) .76 1.01 

Females (N = 51) .96 1.02 n.e.* 
t 2.13 n.s.* 

P <.05> .02 








tComputed according to the formula for testing significance of the difference 
between correlated means 
*Not significant 


self-concept to a greater degree than their body-image. Male Ss, however, indicate 
that their self-concepts are more highly differentiated than their body-images. Evi- 
dently the males tend to accept or reject their bodies in toto, in global fashion—unlike 
the women, and unlike their behavior toward the self. 

Further research is required in order to ascertain the factors which are respons- 
ible for producing these between- and within-sex differences in differentiating the 
self-concept and the body-image. One area which might be investigated in this con- 
nection is the relevance of the body and the self for different kinds of need-satisfac- 
tion. Murphy“: »- *) has stated that a perceived entity (such as the body or the 
self) is differentiated under the instigation of need-tensions. It may be suggested 
that among women, the appearance of the body is an important determiner both of 
self-esteem and acceptability to others, whereas among men, the appearance of the 
body is of lesser relevance for these valued ends. Being more concerned than the men 
about their bodies, the women could thus be expected to make finer differentiations 
than the men within their body-images. 

The self, on the other hand, is likely of equivalent relevance among men and 


women as a means of achieving acceptance from others and self-esteem; hence, both 
sexes differentiate their self-concepts to an equivalent degree. 

These inferences already have some empirical support. In an earlier study “), an 
independent measure of anxiety correlated more highly among women than men 
with BC; this suggests that women are indeed more concerned about their bodies 
than men. 


SUMMARY AND CONCLUSIONS 


Fifty-one female and 48 male college students were tested with body-cathexis 
and self-cathexis questionnaires. The variance of each S about his mean cathexis- 
rating on the BC and SC scales was computed, and comparisons were made of mean 
variance on BC and SC within sexes and between sexes. Women showed greater var- 
iability in cathexis-responsiveness to the body than men, but the sexes did not differ 
in mean variance for self-cathexis. Men showed more variability in cathecting their 
selves than their bodies, while the women did not display this difference. 

It may be concluded that women have more highly differentiated body-images 
than men; that among women, the self-concept and the body-image ave differentiated 
to an equivalent degree; that women and men do not differ in degree of differentia- 
tion of the self-concept; and, finally, that men differentiate their self-concepts to a 
greater degree than their body-images. 
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DEFECTIVES FOR PURPOSES OF SUBTEST ANALYSIS 
OF THE WISC VERBAL SCALE 


FRANK O. VOLLE 


Area Psychologist, Illinois Dept. of Public Instruction 
Decatur, Illinois 


PROBLEM 


Test item and sub-test analysis of the Wechsler Intelligence Scale for Children 
(WISC)! are common practice among clinicians with all degrees of training and 
experience. On psychological reports we frequently encounter statements regarding 
a child’s intellectual functioning or personality, the basis of which stem from the 
clinician’s analysis of individual item responses, or scores on the WISC sub-tests 
when compared with each other or compared with the ‘‘normal’’. A recently pub- 
lished manual for school psychologists? lists the sub-tests of the WISC along with 
the ‘‘age equivalents” comparable to various possible raw scores, plus the ‘‘sub-test 
meanings’. The manual states ‘‘(This form) has been found valuable in interpreting 
results of the Wechsler Intelligence Scale for Children to teachers as the profile gives 
the teacher a quick visual summary of the child’s abilities.” Using this listing as a 
guide, the psychologist may say that ““Bobby functions as would an average child of 
7% years in practical knowledge and social judgment’”’, etc. 

The ‘“‘meaning”’ of sub-test scores on the verbal scale sub-tests of Information, 
Comprehension, and Arithmetic (the sub-tests to be discussed in this paper), are 
listed in this particular manual as follows: 

VeRBAL Sus-TEst MEANING 


Information Information from experience and education 
Comprehension Practical knowledge and social judgment 
Arithmetic Concentration and arithmetic reasoning 


It has been the writer’s consistent observation that vocabulary loadings com- 
bine with what is perhaps poor auditory discrimination in the testee to cause con- 
fusion to mental defectives on the above three sub-tests. This confusion is even more 
apparent in those defectives who may have sustained some type of brain injury. 

In order to circumvent this confusion, for purposes of qualitative evaluation 
and sub-test analysis, the writer has found that if the presentation of the item is 
altered in terms of vocabulary and phrasing, without altering the essential meaning of 
the item (in terms of it being an item of information, practical knowledge and social 
judgment, or concentration and arithmetic reasoning), the child frequently responds 
correctly. 

The response to the re-phrased question may be “‘scored” separately and taken 
into consideration when making qualitative judgments. Thus, a means of ‘testing 
the limits” is used, in order to determine whether the child could respond appro- 
priately in an optimum situation. The information obtained may then lead the 
clinician to temper or enhance his judgments or conclusions, in the light of this 
further information of a clinical nature. 


Emprric FINDINGS 

Our experience in administering and interpreting the WISC has been largely in 
working with children referred by teachers as being suspected candidates for special 
classes for the educable mentally handicapped in the State of Illinois. The “‘edu- 
cable mentally handicapped” generally include those with IQ’s between 50 and 80, 
on both verbal and performance type intelligence tests. It is not known to the 
writer whether or not his observations would apply to testing the “‘normal”’ child. 
Experience with testing several hundred children indicates that some test items are 
frequently misunderstood or artifactually responded to by mental defectives. When 
the presentation of the test item was altered in the indicated fashion, the child fre- 
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quently responded “correctly” although the item was not scored for purposes of IQ 
computation. 

In general, the alteration of the question was in the direction of making it more 
concrete. This necessitated saying more than the permissible ‘‘Explain more fully’’, 
etc. It frequently meant breaking the question down into two or more parts, and /or 
rephrasing the question eliminating the more difficult vocabulary. The technique 
used was as follows: The test question was asked as printed in the manual. If the 
response was definitely “wrong” the question was not repeated or rephrased. If, 
however, the response suggested confusion (e.g., “I don’t get it’’) the test question 
was repeated, as written in the manual. If then, the response to this repetition was 
suggestive of confusion or misunderstanding, the question was rephrased as illus- 
trated below. The rationale behind this procedure was based on the generally ac- 
cepted opinion that mental defectives are unable to handle the more abstract type 
concepts, and that their vocabulary is more limited than that of the “‘normal”’ child. 
The various test items in question follow, with illustrative examples. 


INFORMATION Sus-TEstT 


Item 3. “How many )@gs does a dog have?” 
Some y ounger mental defectives, particularily those with brain injury, answer this by 
saying ‘““Two in front, two in back”. If the examiner asks ‘ ‘So, how many does that 
make?”’, the correct answer is often given. 


“From what animal do we get milk?” 


Younger mental defectives occasionally miss the “‘animal’’ image, and answer “From 
the store”. If the child answers thus, the examiner then asks ‘Yes, but where does the 
store get it?” 


“What must you do to make water boil?” 
One occasionally gets the response “‘Put it in the tea-kettle’. The examiner must 


check to determine if it is implied that the tea-kettle is on the stove; i.e., “And where is 
the tea-kettle?” 


“In what kind of a store do we buy sugar?” 


In the event of no response to this question, the examiner might ask ‘‘Where do we get 
sugar?’’, and following the frequent answer “In the store’, ask again “Yes, but what 
kind of store?” 


“How many things make a dozen?” 


The answer ‘‘Eggs”’ is common here. The examiner should then ask “How many eggs 
make a dozen?” 


‘‘What are the four seasons of the year?” 


If confusion is apparent, the examiner should then repeat the question in the form of 
“Tvery year has just 4 seasons. What are they?” 


‘‘What is the color of rubies?” 


Some mental defectives answer this in terms of their favorite color, ““Red’’. In order to 
determine whether the child really knows the color of rubies, the examiner should ask 
“What are rubies?” 


CoMPREHENSION Sus-TEst 


Item 3. ‘What would you doif you were sent to buy a loaf of bread and the grocer said he did 
not have any more?” 


The wording and length of this question, in addition to the word “grocer”, seems to 
cause confusion to some mental defectives. A suggested question is ‘What would you 
do if you were sent to the store to buy a loaf of bread, and the man said he didn’t have 
any more?” 


“What i is. the thing to do if a fellow (girl) much smaller than yourself starts to fight 
with you? 
This is a particularly difficult question for children who have difficulty with concepts 
such as “larger-sma. ler’, etc. It is suggested | that the examiner gesture with his hand 
in order to portray the height of a youngster “smaller than” the testee. In addition, 
the question as stated in the manual does not clearly indicate that the smaller child 
instigates the fight. 

A suggested wording for the question is “What is the thing to do if a fellow (gir!) 
much smaller than yourself (gesture) starts to pick a fight with you?” 
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Item 5. “What should you do if you see a train approaching » broken track?” 
The word “approaching” here is too much for many of the younger mental defectives. 
In order to determine if the child actually would respond appropriately (at least verb- 


ally), it is often necessary to ask “What should you do if you see a train coming to a 
broken track?” 


The following Comprehension test items are often reached by the older mental 
defectives who may be relatively skilled socially. Many of these children experience 
profound feelings of intellectual inadequacy, and rather than ask the examiner for 
clarification or repetition, remain silent or say ‘I don’t know”’. 

Item 7. “Why are criminals locked up?” 


A frequent response here is “What does that mean (criminals)?’’ The examiner may 

clarify by saying “You know—people they lock up in jail’’. (Psychological reports 

have been written about mental defectives by perhaps rather impulsive psychologists, 

suggesting the testee may be inclined to be psychopathic, on the basis of a response to 

this question of “I don’t know’’). 

‘‘Why should women and children be saved first in a shipwreck?” 

Responses to this question such as “Because they can’t swim’’, suggest to the examiner 

that the testee may have overlooked the essential element of the concept—the word 

“first”’. The question may be more emamee ped phrased by asking “In a shipwreck, 

why should the women and children be saved before the men?” 

Mai is it generally better to give money to an organized charity than to a street 
ggar?’ 

In addition to being an awkwardly worded concept, the phrases “organized charity’ 

and “street beggar” add the finishing touch to make this one of the most difficult of all 

the Comprehension questions for mental defectives. Still, they may be able to grasp 

the essential concept sought if the question is rephrased and illustrated. ‘“Why is it 

generally better to give money to charity, like the Red Cross, than to give it to a beg- 

gar on the street?” 

“Why should most government positions be filled through examinations?” 

This question is almost incomprehensible to most mental defectives. They do not 

understand what is meant by “government positions”, and neither do they understand 

the use of the word “‘filled’’. Yet, they may rather easily understand “Why should 

people who want a government job have to take an examination for it?” 

“Why is cotton fiber used in making cloth?” 

Many defectives know what cotton is, but not “cotton fiber”. Thus, ‘Why is cotton 

used in making cloth?” 


According to recent interpretation of the ‘‘meaning” of the Arithmetic sub-test, 
we are qualitatively interested in the testee’s “concentration and arithmetic reason- 
ing’. Because this sub-test more so than the previous ones approaches in nature 
formal academic work, the experience may become one loaded with anxiety and 
dread. For qualitative interpretation of performance here, we may wish to try to 
circumvent anxiety by phrasing the questions in a manner making them as innocuous 
as possible. 

Arirumetic Sus-TEest 

Item 8. “At7c each, what will 3 cigars cost?” 

Frequent responses to this question seem to suggest generalized confusion, such as 
“What do you mean?” Re-phrasing the question “If one cigar costs 7c, how much 
would 3 of them cost?”’, often produces the correct answer. 
“Four boys had 72 pennies. They divided them equally among themselves. How many 
pennies did each boy receive?” 
The question as presented from the manual is very difficult for mental defectives, even 
though they may be able to handle a short division “‘story problem”. The usual source 
of confusion here, is that the testee does not realize the boys have the pennies in com- 
mon. This is circumvented by suggesting a common container for the money. Thus, 
“Four boys had 72 pennies in a hat (box, etc.). They divided them equally among 
themselves. How many pennies did each boy get?” 
“A workman earned $36; he was paid $4 a day. How many days did he work?” 
The order of presentation of the numerical values, plus the phrasing of the question 
here, causes confusion. Re-phrased as follows, many of the older defectives may be 


able to respond correctly. “If a man gets paid $4 a day and ends up making $36, how 
many days did he work?” 
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CasE REPORT 


Since it is the intention of the writer to describe a technique to be used, rather 
than to do an experimental study, a WISC examination will be presented wherein 
the technique described above was employed for purposes of qualitative evaluation. 


Ralph is 12 years 3 months old, and in the 4th grade at Webster School. He was referred by 
his teacher to the psychologist, to be examined in order to determine his eligibility for a special 
class for the educable mentally handicapped. His teacher reports that Ralph has been —— 
promoted”, and that even though he is in the 4th grade, he is doing only high second grade wor 
in reading, and mid-third grade work in arithmetic. She further reports that Ralph gets along 
fairly well with the other children his own age on the playground, but that in class he is “‘nervous’ 
and restless, gets up frequently to wander about the room or go to the toilet, is inattentive, easily 
distracted by noises, and occasionally is a ‘smart aleck”’. Ralph repeated both Ist and 2nd grades. 

Responses to the WISC Verbal Scale sub-tests of Information, Comprehension, and Arith- 
metic were scored in accordance with the technique described above. The sub-tests of Similarities 
and Vocabulary were then given without alteration, and the two psychograms or profiles obtained 
by this process, were as follows: 


PROFILE FROM “STANDARD” SCORING PROFILE FROM “‘TEsTED Liwits” ScorING 





Sub-test Raw Score Scaled Score Sub-test Raw Score Scaled Score 
Information 9 Information 10 


Comprehension Comprehension 13 
Arithmetic Arithmetic 
Similarities Similarities 
Vocabulary 23 Vocabulary 


or OO 


Total Scaled Score 
Verbal IQ 67 


to 
— 


Total Scaled Score 30 
Estimated corrected VerbalIQ 75 








The interpretation of the Verbal Scale of the WISC, in the psychological report written for 
his teacher was as follows: 

“Ralph is a mental defective who functioned intellectually in a fairly consistent fashion on 
the various sub-tests of the verbal scale of the Wechsler Intelligence Scale for Children. He work- 
ed as would children of average intelligence aged 7 years 10 months to 8 years 6 months, on tests 
involving his store of information, his practical knowledge and social judgment, his concentration 
and arithmetic reasoning, and his word knowledge or vocabulary. His greatest weakness in in- 
tellectual functioning seems to be in the area of logical and abstract thinking ability, where he 
functioned as would a child of average intelligence aged 5 years 10 months. 

However, when a technique of ‘testing the limits’’ was used in order to determine if Ralph 
could respond more adequately under optimum circumstances (eliminating the more difficult 
vocabulary and presenting concepts in a more concrete fashion), Ralph showed ability at a dull 
normal level in the test involving practical knowledge and social judgment. His performance in 
this case was similar to that of an average child aged 11 years 2 months. 

This may be interpreted to mean that, although in most cases Ralph may be expected to 
function as would a mental defective in situations involving practical knowledge and social judg- 
ment, we do see a potential for a higher level of functioning in this area that may show itself under 
optimum conditions. “Optimum conditions” will mean for Ralph a circumstance or situation (a 


stimulus) that does not involve vocabulary or concept formation beyond that which could be 
handled by the average 8 year old.” 


SUMMARY 


A means of “‘testing the limits” to increase the qualitative yield of some sub- 
tests of the Verbal Scale of the WISC is proposed. Some test questions as phrased 
in the manual, on sub-tests of Information, Comprehension, and Arithmetic, seem 
confusing and incomprehensible to mental defectives. For purposes of sub-test an- 
alysis, a re-phrasing of the test item question seems justified and fruitful, even though 
the response to the re-phrased question is not scored for purposes of IQ computation. 


— test questions are proposed for this purpose. An illustrative partial psycho- 
ogical report is given. 
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EVALUATION OF AN ABBREVIATED WAIS IN A PSYCHIATRIC 
POPULATION 


PHILIP HIMELSTEIN 
Veterans Administration Hospital, Roanoke, Virginia* 


PROBLEM 


In a recent article, Dopplet “ investigated the effectiveness of four subtests of 
the Wechsler Adult Intelligence Scale (WAIS) as an abbreviated form of the full 
scale. For this purpose, he selected the two verbal subtests which are most highly 
correlated with the total Verbal Score and the two performance subtests most highly 
correlated with the Performance Score. The data for these computations were 
drawn from the WAIS manual. Arithmetic and Vocabulary were selected as the 
verbal measures and Block Design and Picture Arrangements as the performance 
subtests. To obtain a prediction of the Full Scale score, the scaled scores of these 
four subtests were summed and multiplied by 2.5. To this was added a constant in 
accordance with the subject’s age. A correlation coefficient of .96 was obtained and 
the standard error of estimate was foupd to be equivalent to be about 7 scaled score 
points, of 4.2 IQ points. 

Although this investigation was based on Wechsler’s normative sample, the 
abbreviated test will no doubt find it’s way into clinical usage with psychiatric 
patients. The purpose of the present study is to investigate the applicability of Dop- 
plet’s abbreviated WAIS with psychiatric patients as seen in a typical hospital 
setting. 


SAMPLE AND PROCEDURE 


The present sample consisted of fifty male patients to whom the WAIS had 
been administered as a part of the psychological evaluation on the admission service 
of a psychiatric hospital. Only those subjects to whom an eleven-subtest WAIS was 
administered were included in the sample. Of this sample, 35 were white, and 15 


negro. The mean age of the group was 25.1, with a range of 22 - 63. The group has 
a mean of 8.3 years of schooling, with a range of 2 - 16 years. The diagnostic disposi- 
tion of the sample is summarized in Table 1. In most respects, this group is fairly 
typical of psychiatric patients seen on the admission service of a large neuropsychia- 
tric hospital. The Full Scale WAIS IQ was determined from the subtests according 
to the procedure outlined in the manual®. The estimated IQ was obtained from 
the same data, using Dopplet’s regression equation “: »- %), 


TasBLe 1. Dzracnostic CHARACTERISTICS OF THE 
Psycoiatric SAMPLE 





Diagnosis 


Z 





Schizophrenic reaction 
Personality Trait Disturbance 
Chronic Brain Syndrome 
Psychoneurotic disorders 
Psychotic depressive reaction 
Involutional psychotic reaction 
Mental deficiency 

Unclassified 


to 


ee 00 OO 





RESULTS AND DISCUSSION’ 


The Mean Full Scale IQ for this sample was 85.6, and the mean abbreviated 
form IQ was 87.2. When the abbreviated scale IQ was correlated with the Full Scale 
IQ (including the four subtests of the short form), a product-moment correlation of 
.956 was obtained. The average discrepancy from Full Scale IQ was 3.5 IQ points. 
Dopplet grouped the distribution of differences between Full Scale score and estim- 


*Now at Personnel Research Laboratory, AF PTRC, Lackland AFB, San Antonio, Texas. 
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ated full seale score in terms of the standard error of estimate of 7 points, and found 
that 71 per cent of the differences were within + 7 points and 96 per cent within 
+ 14 points. The distribution of differences between Full Scale IQ and estimated 
1Q for the present sample are summarized in terms of Dopplet’s suggested standard 
error of 4 1Q points in Table 2. From this table, it can be observed that 70 per cent 
of the discrepancies are within one standard error and 92 per cent are within two 
standard errors. 


TABLE 2. DISTRIBUTION OF DIFFERENCES BETWEEN FULL 
ScaLe IQ anp Estmarep IQ 








Difference N 





bo 
RK Dowrmoht= 





The clinician is frequently more interested in estimating a subject’s intellectual 
level than in his actual score. To investigate the accuracy of the abbreviated scale 
to predict the full scale intellectual level, the per cent agreement between the two 
obtained intellectual ranges was calculated. Of the 50 subjects, 36 were correctly 
placed by the abbreviated scale. This amounts to an overall accuracy of prediction 
of 72 per cent. At first look, this appears to be rather poor for individual prediction. 
An analysis of the 14 subjects wrongly classified, however, reveals that 12 missed 
being correctly placed by 4 or less IQ points. About one-third of the wrongly classi- 
fied had a Full Scale 1Q in the dull normal range and an abbreviated scale 1Q within 
the normal intellectual range. However, there are too few subjects within each of 
the intellectual ranges to make any inferences regarding the direction of error. 

The results of this experiment show that the abbreviated scale, although de- 
veloped from a sample drawn from the normal population, is useful with psychiatric 
patients. The obtained correlation of .956 between Full Scale IQ and estimated Full 
Scale IQ indicates a very dependable relationship between the four subtest short 
form and the full battery. The relationship is, higher than that found between the 
Wechsler scales and pencil and paper tests of intelligence®. Within about forty 
minutes of testing time, an estimate of Full Scale IQ can be obtained which deviates, 
on the average, by 3.5 IQ points from Full Scale 1Q. Caution should be exercised 
in one or another intellectual range when the short form IQ is at the upper or lower 
limits of a particular range, but this is also true of a Full Scale IQ. 


SUMMARY AND CONCLUSIONS 


The WAIS records of fifty male patients on the admission service of a neuro- 
psychiatric hospital were rescored to obtain an estimated IQ from Arithmetic, Vo- 
cabulary, Block Design, and Picture Arrangements subtests. The IQ obtained in 
this fashion correlated .956 with the Full Scale IQ, with an average deviation of 3.5 
1Q points from Full Seale IQ. In terms of estimating the intellectual level, 72 per 
cent were classified correctly and 12 of the 14 ‘‘misses’’ fell within four points of the 
Full Scale intellectual level. This short form would appear to be useful in clinical 
situations where there is little time to give the complete WAIS battery. 
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A COMPARISON OF FOUR VERBAL SUBTESTS ON THE WECHSLER- 
BELLEVUE, FORM I, AND THE WAIS! 


RICHARD H. DANA 
University of Wisconsin - Milwaukee 


PROBLEM 


Two research studies have appeared pertaining to the equivalence of the 
Wechsler-Bellevue, Form I, and the WAIS“: ?».. These studies, representative of 
both psychiatric and college populations, agree that the WAIS yields significantly 
higher Performance subtest scores but disagree with regard to Verbal subtest re- 
sults. Goolishian and Ramsay®? found higher WAIS Arithmetic and Digit Span 
scores and no differences between other Verbal subtests; Cole and Weleba“? found 
higher WAIS Vocabulary and Comprehension subtest scores, independent of prac- 
tice effects. Whether or not populations differences, the small WAIS sample used by 
Cole and Weleba (13 Ss), or other variables contributed to this disagreement is not 
clear. The present study, using four Verbal subtests, was designed to investigate 


this problem and to provide some limited comparative data from a college popu- 
lation. ; 


METHOD 


The Ss were two groups of college students enrolled in two basic Psychology 
courses at Wisconsin State College during 1956.2 The Information, Comprehension, 
and Similarities subtests of both Wechsler scales were administered to 105 Ss. The 
subtest items were arranged in order of actual appearance on their respective scales. 
The Vocabulary subtests were administered to 103 Ss on a rexographed sheet divided 
into two columns, one for each form, with 50 Ss receiving the WAIS in the left column 
and 53 Ss receiving the Form I in the left column. The results were analysed in 
three ways: (a) Pearson product-moment correlations were obtained between Form 
I and WAIS scores for each subtest and for total scores from three subtests; (b) 
t-tests were done using differences in weighted subtest scores; (c) administration 
order or practice effects on the Vocabulary subtests were evaluated by t-tests. 


RESULTS 


Table 1 presents the correlations between Form I and WAIS for each of the 
four subtests used and for the total scores from Information, Comprehension, and 
Similarities. These correlations are arranged in terms of the number of new items 
included in the WAIS (Similarities-3; Comprehension-6; Information-13; Vocabu- 
lary-40). The magnitude of these correlations thus reflects the number of Form 
I-WAIS items which differ on each pair of subtests. 


TaBLe 1. CorRRELATIONS BETWEEN VERBAL 
SuBTESTS ON THE Form ! ann WAIS 








Subtest | 





Similarities 
Comprehension 
Information 
Vocabular 
Total: I, C, 8 





eae is made to Dr. Weil and Dr. Nance for permission to use their classes for this 
study. 


2All Education, Music, and Art majors are required to take at least one of these courses. Wisconsin 
State College is now University of Wisconsin - Milwaukee. 
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Table 2 presents comparison data for the four subtests, the total scores from 
three subtests, and for age. None of the probability values approach significance. 
No practice (order or position) effects were statistically demonstrable for either the 
Form I or WAIS Vocabulary subtests (¢ = .72, .32). 


TABLE 2. CoMPARISON OF Form I anpD WAIS VERBAL SuBTESTS AND AGE 








Subtest Form I WAIS 
Mean 8.D. Mean 


mR 





Information 12.90 5 13.49 
Comprehension 13.02 8S 14.00 
Similarities 14.00 : 13.21 
Vocabulary 10.95 : 12.33 
Total (I,C,S) 39.92 " 40.71 
Age (I,C,S) 21.50 ‘ —- 
Age (V) 21.50 : -—-e 


te DO 
100 RI 
oOrnwnneo o 


Ii 














Discussion 


These results suggest that no significant Form I-WAIS differences occur for 
Information, Comprehension, Similarities, Vocabulary, and an estimated Verbal 
weighted score composed of three of these subtests. However, this equivalence ap- 
plies to a college population only and ‘‘normal” samples more closely approximating 
the entire range of subtest scores should be compared. The degree of relationship 
between these Verbal subtests appears to correspond with the number of new items 
present in the WAIS. It is perhaps coincidental that the correlation for the estim- 
ated Verbal weighted scores (.87) is identical with that obtained by Cole and 
Weleba™ with all six Verbal subtests. 


SUMMARY 


1. Four Form I-WAIS verbal subtests were compared statistically with 208 
college students as Ss. 


2. The results indicate no significant Form I-WAIS differences on any of the 
subtests or for estimated Verbal scores composed of three subtests. 


3. These findings are viewed as extending and corroborating previous results 
from hospital Ss. 
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PRELIMINARY STUDY OF COMPARISON BETWEEN WECHSLER 
INTELLIGENCE SCALE FOR CHILDREN AND FORM L OF REVISET 
STANFORD BINET SCALE AT THREE AGE LEVELS 


JUSTIN E. HARLOW, JR., ARTHUR COOPER PRICE, 
LOUISE J. TATHAM AND JACK F. DAVIDSON 


University of F lorida 


PROBLEM AND PROCEDURE 


In the present composite study, cross comparisons between the Revised Stan- 
ford Binet Form L intelligence quotients and the various intelligence quotients de- 
rived from the Wechsler Intelligence Scale for Children were made. 

The population was ninety white subjects, thirty at each age level chosen as 
follows: for the six-and-one-half year level from age six years six months to six years 
seven months; for the ten year level from ten years 0 months to ten years one month; 
and for the fourteen year level from fourteen years 0 months to fourteen years three 
months. All subjects were attending Alachua County Schools. The ratios of the 
sexes in the grades were preserved in the sample and the urban-rural ratio was like- 
wise preserved. Subjects were selected on the basis of grade range in which those of 
a given age were found in the schools in order to include all levels of intelligence at 
each age. The total number of subjects in each grade was divided by thirty and the 
quotient was the interval used in selecting subjects from the alphabetical list. Each 
child was tested in his school by a competent examiner using standard test procedure 
and conditions. Half of each age group received the Binet scale first and the other 
half received the WISC first. Each child was given the second test four days to four- 
teen days after the first and was cleared by the school nurse as being in his usual 
state of health. 


RESULTS 
Table 1 presents the correlations between the Stanford-Binet and the Wechsler 
scales which are seen to be highest for the 10 and 14 year age groups but less com- 
parable for the 61% year olds. The P. E. of these results is .125 and their significance 
as indicated by level of confidence is very high. 


Taste 1. CorrELATION BETWEEN STANFORD-BINET AND WISC Futut 
ScaLE AND Sus-ScaL&s AT THE INDICATED AGE LEVELS 








Ages (Years) 
Measures 6% 10 1 t 





Revised Stanford-Binet 
Intelligence Test with: 
Wechsler Full Scale 64 .83.. -O1 
Wechsler Verbal Scale .64 .88 - 01 
Wechsler Performance 51 -§2 : .O1 


WISC Full Scale with: 
Wechsler Verbal .87 .83 ‘ .O1 
Wechsler Performance -90 we Avs .01 


WISC Verbal Scale with: 
Wechsler Performance .58 46 P 01 





The mean differences in IQ’s are shown in Table 2. In general, the brighter 
children at all age levels test higher on the Stanford-Binet than on the Wechsler al- 
though there is a very slight trend for duller subjects to test lower on the WISC 
than on the Stanford-Binet. The two tests are most comparable in the 91-100 IQ 
range than at other levels. At the 6% and 10 year age levels, the mean difference of 
the WISC performance and Stanford-Binet IQ’s were particularly high, suggesting 
that the discrepancies between Stanford-Binet and WISC IQ’s are predominantly 
determined by performance scale scores. 





COMPARISON OF WISC AND STANFORD-BINET 


TaBLE 2. MBAN DIFFERENCES IN INTELLIGENCE QUOTIENTS FOR THE STANFORD- 
BINET WITH THE _WIKC Fuu Se: ALE AND » Bus-Boasmm 





Me: an Diff. between Me: an » Diff. heboeen Mean Diff. between 
Binet IQ WISC Full Seale WISC Verbal IQ’s WISC Performance 
TQ’s and Binet IQ’ s and Binet IQ’s 1Q’s and Binet IQ’s 





Six and One-Half Year Age Level 
121 plus 17.6 18.0 34.3 
111 - 120 10.0 10.5 4.5 
101 - 110 7.2 12 ) 
91 - 100 4.9 6. 
81-90 5.3 8. 





8.6 
6.4 
6.0 


Ten Year Age Te y 
121 plus j 


111 - 120 . rt 
101 - 110 : 6. 
91 - 100 ; 3. 
81 - 90 3.é 6. 











F urtes n Year Age 
121 plus 2. 
111 - 120 9.0 
101 - 110 9.0 
91 - 100 5.3 
81 - 90 








CONCLUSIONS 

This paper reports cross comparisons on 90 white children, divided into three 
groups with thirty at age levels 61, 10 and 14 years, between Stanford-Binet and 
Wechsler Intelligence Scale for Children intelligence quotients. The correlations 
between the IQ’s were high and significant at better than the .01 level of confidence. 
Brighter subjects in general tested higher on the S-B scale, with the greatest dis- 
crepancies between IQ’s occurring in the bright normal and superior groups. The 
least discrepancy was found in dull normal groups. Using the Revised Stanford- 
Binet, Form L, as a criterion, it is concluded that the WISC is a valid measure of 
intelligence in the age ranges studied. 


POPULAR RESPONSES FOR THE DESPERT FABLES 


H. E. PEIXOTTO 
The Catholic University of America 


INTRODUCTION 


The purpose of this study is to present normative data at various ages for a 
content test in use with children, The Despert Fables. Since the psychodynamics 
vary from age to age as the child matures in personality development, psychosexual 
development and emotional development, such data have been compiled for normal 
children of elementary school age, the age range most frequently seen in child guid- 
ance clinics. A previous study has shown that not only are the different fables of 
unequal reliability, but that the pattern of reliability changes from age to age“). 
Similar variability may well be expected for the dynamics which are therein reflected. 
It may be that, in conjunction with the previous study“, groups of fables appro- 
priate for various age levels can be suggested, thus, shortening the test for any sub- 
ject but retaining all the pertinent stimuli. 





H. E. PEIXOTTO 


PROCEDURE 


The Despert Fables were given to all the children in a local, elementary school.! 
In grades one and two they were presented individually while in grades three through 
eight group presentation was used. The age range of the subjects was from six to 
fourteen years of age covering the end of the oedipal period, the latency period and 
the beginning of adolescence. The distribution of subjects is presented in Table 1. 
according to grade and age. By and large, these two criteria give similar results. In 
the analysis of the data the grade criterion was used in grouping the subjects since 
this method appeared to place them more accurately with respect to maturity; 
moreover, since some arbitrary criterion was necessary, grade seemed more reason- 
able than chronological age. 


TABLE 1, DistTRIBUTION OF SUBJECTS 








First Third Fourth | Fifth Sixth Seventh | Kighth | Total 
6-7 78 8-9 8-11 | 10-11 | 11-12 | 11-13 | 1344 | 6-14 
M|F(M|F|M/|F|M|F M|F|M|F[M[F|M|Fi/M|F 
21 | 46 22 | 51 22 | 32 15 | 30 13 | 38 | 12 43 16 | 35 16 | 30 | 137) 305 









































The fables used in this study are the Fine Revision) of the Despert Fables“. 
The originator of this technique is Diis in Europe where her original material is 
known as the Diis Fables.) The Fine Revision consists of twenty incomplete stories 
which the subject is asked to finish. For the younger children, grades one and two, 
the same mimeographed form was used as was used for the older children. However, 
each child was seen alone, the stories were read to him and his responses were re- 
corded on the form. In grades three through eight the subjects read the stories and 
recorded their responses. Help was given where necessary in reading the fables 
and /or recording the responses. In all instances the directions were the same; they 


were printed at the top of each set of Fables and were read aloud before each ad- 
ministration of the test. 


RESULTS 


The response to each fable for every child was tabulated. In most cases the re- 
sponses could be classified under four to six categories depending on the fable. Since, 
according to Freudian theory of psychosexual development, one would hypothesize 
different responses for the various fables for each sex, the data for the boys and that 
for the girls were kept separate. In the final analysis the subjects were divided into 
younger, middle and older groups on the basis of grade as indicated in Table 2. 


The responses are reported in Table 2 in percentages of the total frequency. Only 
those responses occurring with 25% or more frequency have been recorded in this 
table thereby giving the significant information. 


Table 2 presents useful normative data for a frame of reference for atypical 
responses. No trends according to age are found; in fact many of these typical res- 
ponses are contrary to those anticipated in general clinical practice. In some in- 
stances it appears that a particular fable is interpreted differently by different age 
groups, while in others it seems as if information is elicited different from that for 


= the fable was designed. A detailed analysis of individual fables is presented 
ow: 


Campus School of Washington, D. C. which is under the auspices of the Department of Educa- 
tion of the Catholic University of America in Washington, D. C. 





POPULAR RESPONSES FOR THE DESPERT FABLES 


TABLE 2. PERCENTAGE FREQUENCY OF RESPONSES FOR Various AGES 








Interpretation 


Response 


Younger 


Medium 


Older 


Sug- 





Dependency 


To mother 
To a tree 


BM GF 


BM GF 


BM GF 


gested 
Use 





63 


43 


25 
40 


44 


37 
43 


Under 8 





Withdrawal 
(?) 


From the party 
Unrelated to story 


51 


60 


63 


54 





Rejection/ 
rivalry 


Eat grass 


92 


87 


75 


83 


All ages 





Father 


65 


69 





69 


Under 8 





Aggression/ 
Hostility 


Dog 
Brother and sister 


23 
25 


51 


37 





Eat grass 


88 


78 


77 





Wishes 


Things 
Qualities 


48 


32 
39 


43 
35 





Father 
Brother 
Non-family 


37 
26 
39 


35 
35 





Fears 


Dark 
Animals 


35 
25 


42 





Castration 


Bigger 
Damaged 
Miscellaneous changes 


29 


30 |" 


31 
49 





| Dependency 


Self-sufficient 
Seek other adult 
Emotional 


28 
40 


49 
28 


8-12 











Aggression/ 
hostility 


Father 
Baby 


38 
34 


49 


Under 8 
Over 12 





Wishes 


Things 
Place 
Quality 








28 
34 


| All 
Ages 








Keep it, play with it 








Rejection/ 
Rivalry 


Father omitted 
Mother’s fault 


26 
31 











49 





26 
52 








Aggression/ 
hostility 


Mother 
Self 


37 


48 











Under 8 





XVII | Dependency 


Give to mother 


82 


91 





XVIII | Aggression/ 


hostility 


Self 
Supernatural 


23 


28 








XIX | Wishes 





Miscellaneous, non- 
dynamic 
Self pleasure 


40 
46 


57 


All ages 





XX | Rejection/ 


ivalry 








Older 
Neither 








26 
57 

















32 
48 

















39 
54 








Under 8 














*Frequency tables of all responses with percentages may be obtained from author on request. 
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Fansite lI. A daddy and mommy bird and their litile bird are asleep in a nest on the branch of a tree. 
All of a sudden a big wind blows, it shakes the tree and the nest falls on the ground. The three birds 
awaken all of a sudden. The daddy flies quickly to a tree, the mother to another tree. The little bird 
knows how too fly. What is the little bird going to do? Contrary to expectation the younger and 
middle age children give an independent response as defined by Fine“) while the older children 
tend to give the dependent response. The explanation of these results appears to be that normal 
children of six typically give the independent response; hence this fable is not applicable to older 
children who do not identify with the characters but project an infantile response to the fable, 
i.e., a response they assume to be appropriate for a young child. This tendency starts earliest in 
girls. Actually, then, this Fable seems to be measuring independence rather than dependence and 
does not seem suitable for older children. This fable does not give reliable results with either the 
middle or older age groups, and thus seems useful mainly with children less than eight vears old. 


Fasie II. Daddy and mommy are celebrating the day when they were married. They love each 
other and they have arranged a beautiful party. During the party, the child gets up and goes all by 
himself to the end of the garden. Why do you suppose he did this? The majority of responses to this 
story can be dichotomized into two groups, either the child wants to get away from the party or 
else the response is unrelated to the story. The latter occurs mostly with the younger children 
while the former occurs in the two older age groups. This story presumably investigates rejection 
by the parents but it appears to be too sophisticated for the younger children. The typical res- 
ponse for the older children is withdrawal. According to Fine®) this story shows reaction to 
parental rejection while Despert claims it ascertains whether or not the child may have witnessed 
sexual intercourse in the parents’ room. The frequency with which the withdrawal response is 
given would indicate that the motivation for this response must be varied; also it appears to give 
little information regarding the witnessing of the primal scene. In any event the story seems to be 
appropriate only for children above 8 years and even then the reliability of the responses is 
questionable “), 


Fase III. Ina field there is a mommy sheep and her little lamb. The little lamb bounces all day 
near his mommy. Every night his mommy gives him some good warm milk, which he likes very much. 
But he can already eat grass. One day his mommy says to him: “You don’t need milk any more; you 
go and eat some nice fresh grass.”” What do you think the little lamb is going too do? This fable is also 
designed to show up the reaction to parental rejection) while Despert feels it investigates the 
weaning processes and sibling rivalry, both of which might well come under the more general 
heading of parental rejection. All the age groups gave the mature response of eating grass to this 
fable. Either the normal child is able to tolerate a certain amount of rejection once he reaches 
six years as well as some sibling rivalry or else this is not a particularly sensitive stimulus. It is a 
very stable fable at all ages tested“). In any event any deviation from this response would ap- 


pear to have particular significance and therefore this would appear to be a desirable fable to 
retain. 


Faste lV. A little bear has a , very nice dream. He dreams he can become anything he wants 
to. He can become big and strong like hts papa, or just a litile bit stronger like his older brother, or 
nice and kind like his mama, or little and weak like his baby brother. What do you suppose he is going 
to become? This fable appears to have been added to the original ten®) by Fine in order to de- 
termine with which member of the family the child identifies. Well over 50% of all children in all 
age groups identify with the father. This may be a function of the fact that most of these children 
are in the latency period. However, for all but the medium group the percent identification with 
father is slightly greater for the girls than for the boys. It may be that this fable does not lend it- 
self to identification and that the story is being taken at face value by the majority of the sub- 
jects. It is only stable“) for those actually in the midst of the latency period and hence seems to 
ave limited application at best. 


Fasie V. A dog goes crazy and bites his daddy and his mommy and all his brothers and sisters. 
Who gets hurts most? This story, too, is original with Fine and is supposed to indicate reaction 
to hostility. The two groups of older children all indicate that the dog himself gets hurt most 
while the younger group tend to give either this response or “‘brother and sister”. Thus, this story 
seems to indicate responses to fear of punishment or retribution and sibling rivalry for children 
under 8 years more than anything else. In view of the response to Fable XII one might assume 
that “dog” refers to father rather than self which would make the findings of these Fables support 


each other. This ambiguity, however, detracts from the value of this stimulus. Responses are 
stable only for the two older groups. 


Fasie VI. Ona farm is a little baby calf and his mommy the cow. The calf plays all day with his 
mommy. Whenever he asks for it, his mommy gives him some good warm milk. But he is old enough 
to eat grass. One day the farmer brings the mommy a teeny weeny little calf who is very hungry. But 
mommy does not have enough milk for two, so she says to the bigger calf, “I haven’t enough milk for 
two, you are bigger, you go to eat some nice fresh grass.” What do you think the little calf is going to 
do? This fable, too, was added by Fine to get specifically at reactions to sibling rivalry. Our 
results are almost identical for this fable with those for Fable III. Thus no new information is 
gleaned here and the addition of this fable seems superfluous. 
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Fase VII.* One day a little child was walking in the woods. A fairy came up and said: “Make 
a wish; you can have anything you like.”” What wish do you suppose the child makes? 


Fasie XIII.* A child wakes up one morning very happy and says, “Oh, what a wonderful dream I 
had!” What do you suppose he has dreamed? The majority of the responses to Fable VII can be 
dichotomized into those referring to a desire for things, as sensual pleasure, and those referring to 
a desire for good qualities or idealistic wishes. Boys under eight years and girls of all age groups 
give abeut equal frequencies on both types of responses, while the boys over eight show a strong 
fa me gaannas for idealistic wishes. This is contrary to anticipated results. There is a trichotomy 
or the responses to Fable XIII. There is no consistent pattern to the frequencies but a fairly large 
number of responses fall into the category “‘place’’, z.e., the subjects dream they are in a particular 
place. Only the younger boys and older boys respond with idealistic qualities, so that if one wishes 
to get at sensual kinds of wishes this fable seems more pertinent than VII. Another advantage of 
XTII over VII is that it is reliable for all age groups whereas VII was only reliable for the two 
younger age groups, 7.e., children less then 12 years old. Another reason for favoring the dropping 
of Fable VII is that much more information seems to be elicited by asking the subject directly in 
the free interview for ‘‘three wishes’, a common practice among many clinicians. 


Fasie VIII. Somebody in the family took a boat and went way, way, far away and will never come 
back. Who is it? There appears to be agreement between Fine and Despert that this fable in- 
vestigates feelings of hostility, death wishes, guilt feelings and self punishment. The younger 
subjects and medium aged boys all give a preponderant number of “father’’ responses while in 
the older gronp the boys tend to give “brother’’ and the girls tend to give both “brother and 
father’. This may be, or may have been within recent years a reality situation for the younger 
children and therefore their responses should be interpreted differently from those of the older 
children. Only the medium age girls show such guilt feelings that a sizeable number of them must 
avoid the family constellation entirely. One might argue for retaining this fable if it could be as- 
sumed that responses other than “father” for children under twelve years were particularly signifi- 
cant. However, the reliability “) is so poor that this would appear to be a gratuitous assumption. 


Faste IX:t A boy says softly to himself, “Oh, I’m afraid.”’ What do you suppose he is afraid of? 


Fasie XVIII:¢+ One morning a child wakes up very tired and says, “Oh, what a bad dream I had.” 
What do you suppose the dream was? It appears that the majority of younger children of both sexes 
fear animals which is usually interpreted as fear of aggression. The only other group having at 
least 25% of its responses in this category is the medium aged girls. The other popular response 
is fear of the dark, which can be interpreted as fear of the unknown. Most of the subjects respond 
to Fable X VIII with fear of being hurt, the exceptions being the younger girls and older boys who 
fear supernatural happenings. However, in both fables the low frequencies indicate considerable 
variability among the responses so that minimal importance should be attached to these res- 
ponses. Fable IX is reliable for children less than 10 years, while Fable X VIII is reliable for all 
ages. In spite of this reliability it appears that we get minimal information from these fables. 


Fasie X. A child has a little elephant which he likes very much, and which is very pretty with his 
long trunk. One day when he comes back from school, he comes into his room and finds that his elephant 
has changed. How do you suppose it has changed? This fable is generally thought to reflect castra- 
tion fear. However, such response is generally indirect since very few of the subjects specified 
damage to the trunk. In fact damage responses of any type occur with appreciable frequency only 
for girls over eight years and boys over eleven years, which may relate to the fact that girls mature 
somewhat earlier than boys. Over 25% of the girls in all age groups respond that the elephant be- 
came bigger but only the boys from eight to eleven years give this response; while all the boys as 
well as the younger girls respond with miscellaneous changes. It seems then that castration fear 
is a comparatively mature response and that responses from younger children do not lend them- 
selves to straightforward interpretation. All this seems to ra the usefulness of this fable some- 
what ambiguous, except inasmuch as obvious castration responses would have added significance 
because of their infrequency in a normal population. 


Fasie XI: One afternoon a child comes home from school. The neighbor lady tells him that his 
mother has gone away for a while with daddy, she does not know when mommy will come back. What 
do you suppose the child does? This is one of the stories added by Fine®). If the child responds 
with “cries” or “stay home” it indicates dependency. We find that only older children give a 
response such as “‘cries”, what has been referred to here as an emotional response. It seems that 


*Fables VII and XIII might well be treated together since they attempt to get at the wishes of the 
child in a similar fashion—at least sufficiently similar to result in the same kinds of responses. Neither 
of these stories is found among the original ten“) 

tFables IX and XVIII both investigate fears and anxiety and self-punishment according to Fine; 
and XVIII is also a check on other fables according to Despert. It seems logical, then, to treat these 
two fables together, although the ty of responses elicited are quite different so far as these data are 
concerned. It will be observed that for neither fable are any of the frequency percentages very high, 
nor do they follow any consistent pattern. 
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older children do not identify well with this story and respond as they assume a younger child 
would. This assumption, however, proves to be erroneous. This seems to be the same kind of re- 
action that was noted in response to Fable I by the older subjects. Independent responses which 
show the child as taking care of himself or seeking another adult account for the majority of the 


responses for the two younger age groups. This fable appears to be reliable for subjects less than 
10 years of age. 


Fase XII: A whole family of deer is running in the woods. Suddenly a hunter comes along and 
shoots and kills one of them, and the others don’t get hurt. Who do you suppose is killed? This story 
appears only in the Fine Revision and, with Fables V and VII is supposed to indicate direction of 
hostility of the subjects. The information obtained from this fable is rather similar to that in V 
but different from that given in VIII. One might assume that the response “dog” given by the 
two older groups to Fable V refers to the father since this is the response of the same groups to 
Fable XII. The younger subjects respond to this Fable by feelings of fear of bodily injury and 
their most frequent response is “baby’’. In their responses to Fable V they were equally divided 
between hostility to the “father” (dog) and siblings. It may he, then, that for younger children 
this fable reflects rejection or intra-aggression and for older children it reflects aggression. The 
medium age girls are divided between “mature” and “immature’’ responses on this fable which 
may explain why it is stable for the younger and older age groups. 


Fasie XIV: A child has made something with clay—a tower—which he thinks is very, very pretty. 
What is he going to do with it? By far the majority of the subjects indicated that the child was 
going to keep the tower. However, this does not appear to be a particularly reliable response and 
hence would appear to add little, if any, significant information. 


Faste XV. A child and his mommy went for a nice walk in the park all by themselves. They had a 
lot of fun together. When they came home the child finds that daddy is angry. iy he angry? 
Both Fine and Despert use this fable to investigate conflict around oedipal feelings. ‘The majority 


of all the groups except the boys under eight put the blame for father’s anger on the mother; thus 
the younger boys’ response that father is angry because he was left out may be interpreted as re- 
flecting oedipal conflict but the other ages tend to see the mother as remiss, for example, not hav- 
ing dinner ready and the like. Twenty-seven per cent of the younger girls responded that the 
child caused father’s anger, which could be interpreted as oedipal conflict. If this interpretation 
is correct this fable investigates oedipal conflict in subjects under 8 years, but not in those over 


eight years. It is reliable only for the older subjects. 


Faste XVI. Teacher calls a child to the front of the room one day. She tells him that he must go 
home right away because something terrible has happened. What do you suppose has happened? This 
story, added by Fine, gets at the fears and/or wishes of the subjects although it would appear 
from responses obtained here that it taps hostility more than fears and wishes. It seems to reflect 
feelings more like those found in Fables V, VIII and XII than any others. However, in Fable XVI 
the child can, apparently, express hostile feelings toward the mother more readily than in the 
other fables. Only the boys under eight years have a higher per cent to a response other than 
“mother” and in this case it is “‘self”’. 
Fasie XVII. A child has made a very pretty drawing with crayons. His mommy asks him to give 
tt to her. What do you think he is going to do? Fine added this story to investigate dependency along 
with Fables I, XI, XIV. A very large per cent of all subjects say they would “give it to mother.” 
Since this is also a highly stable item it appears to have importance in that any other response 
would be particularly significant. Whether or not it measures dependency seems questionable. 
It seems to be almost a mirror image of XIV, and the popular response also seems to be directly 
opposed to the popular response for XIV. 


Fasie XIX. A child comes back from school and his mommy says: ‘Don’t begin your homework 
—_ away. I have some news to tell you.’” What do you suppose the mommy is going to tell the child?” 
This fable, like VII and XIII seems to investigate the wishes of the chien but it does so some- 
what more successfully since the majority of the responses at all ages represent self-pleasure. It is 
just as reliable as Fable XIII and more reliable than Fable VII and appears to get at Id material 
more directly than the other two fables. The miscellaneous, non-dynamic type of response oc- 
curs most frequently in the younger and older boys suggesting again simple wish-fulfillment. 
Despert feels that this fable reflects fears as well as wishes. Such an interpretation does not seem 
to be true for normal subjects. 


FasBLE XX. Ina country far, far away a daddy and a mommy and their two children are living. 
There is so little food that they are all hungry. Daddy and mommy think that they will have to send one 
child away; but they love the older and they love the younger child, and they talk and talk about what to 
do. What do you suppose they will do? is fable was added by Fine to investigate sibling rivalry 
along with VI. By far the majority of every age group represses feelings of rejection, hostility 
and rivalry. Rivalry feelings are expressed by a fair percentage of the younger children, however. 
The response “older child” by the older girls probably represents feelings of rejection rather than 
feelings of rivalry. In any event, the age at which this fable is reliable is under nine years so that 
it seems to have limited applicability at best. 
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SUMMARY AND CONCLUSIONS 


The Despert Fables for ages 6 through 14 years are responded to with sufficient 
consistency that, for normal subjects, certain responses may be interpreted as 
“popular responses”. The criterion used in this study for a response to be listed 
popular is 25% or more. It will be observed that these popular responses do not 
follow any consistent pattern. However, no dynamic interpretation is attempted 
herein although superficial interpretation is included in Table 2. The responses to 
Fables VII, XIII, and XVIII given by the subjects in this study may be culturally 
determined by the fact that the majority of subjects are Catholics. However, re- 
sponses to the other fables seem to be free of any special subcultural influence. 

From the results of this study and in conjunction with previous results“ a list 
of fables appropriate to various ages is also suggested in table 2. The number of 
fables for the younger children is probably sufficient for any clinical situation—in 
fact, better than the list of twenty heretofore used. However, for subjects over 
eight years it is probable that one will want to add other fables. It is possible that 
those listed in Table 2 may be used as a core list and others added according to the 
requirements or unique character of the subject in question. 

In conclusion, it seems that this technique is most appropriate for children 
under eight years of age. The first step towards a meaningful revision of the fables 
has been made. Some fables can be dropped out with little loss of significant material 
while others need to be added, particularly to get at such information as fears, 
castration and identification. 


BIBLIOGRAPHY 
1. Despert, J. L. Psychosomatic Study of Fifty Stuttering Children. Amer. J. Orthopsychiatry, 
1946, 16, 100-173. 
2. Dus, L. Le Methode des Fables en Psychoanalyse. Arch. Psychol. (Geneva), 1940, No. 28. 
3. Fine, R. Use of the Despert Fables (Revised Form) in Diagnostic Work with Children. J. Proj. 


Tech., 1948, 12, 106-118 
4. Perrxorro, H. Reliability of the Despert Fables, A Story Completion Projective Test for 
Children. J. clin. Psychol., 1956, 12, 75-78. 


A COMPARISON OF RORSCHACH AND HOWARD TESTS ON A 
SCHIZOPHRENIC POPULATION 


EDWARD M. SCOTT AND FREDERICK DOUGLAS 


Eastern Oregon State Hospital 
Pendleton, Oregon 


INTRODUCTION 

Recently a new projecti. test, the Howard Ink Blot Test“, has been intro- 
duced. The inventor believ:: it can become a “more revealing instrument” than 
any other now available. His {undamental research was done on 229 normal subjects. 
Further research on a variety of subjects is suggested by the inventor. 

One of the pressing tasks of the clinical psychologist in a mental hospital is the 
testing of patients referred by the psychiatrist. Often the psychologist is asked: 
“Is the patient psychotic?” The usual battery of tests, at times, results in an indiffer- 
ent impression, especially on borderline psychotics which is the type of patient 
usually referred. Perhaps the chief instrument in the clinical psychologist’s arma- 
mentarium is the Rorschach. A like instrument to substantiate, to augment, or to 
counter the Rorschach results would be most helpful. The purpose of this paper is 
to compare results of the Rorschach and Howard Ink Blot tests on a schizophrenic 
clinical group. 
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PROCEDURE 


The Rorschach and the Howard Tests were administered to 50 routine schizo- 
phrenic patients, with at least normal intelligence, admitted to the Eastern Oregon 
State Hospital. Average age of the population was 38, with a range of 21-55. Thirty- 
one were women and 19 were men. On half of the sample the Rorschach was first 
administered, and the following day the Howard; on the other half of the sample, 
the process was reversed. The Beck method of scoring was used. This is the scoring 
system adopted for the Howard by its inventor. The scoring was tabulated on a 
summary sheet and Chi-squares were calculated on the symbols employed. The 
difference in the number of cards (12 on the Howard and 10 on the Rorschach) was 
treated on a percentage basis. 


RESULTS 


The significant results of the comparison of entries on the Rorschach and 
Howard Tests are presented in Table 1. As claimed by its author, the Howard Test 
was found to have more M potential than the Rorschach, and on the population of 
the present investigation, significantly more M-. Beck states that ‘‘in the M- the 
patient is in regression”’. 


TasB.Le 1. Sreniricant Resu_tts BETWEEN THE RoRSCHACH AND 
Howarps TEsts. 
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The finding of significantly more pure C responses poses an interesting question. 
According to Beck“? pure C indicates “undisciplined emotion! reaction’’. Schafer “* 
says that “pure C and F-” suggest a ‘‘chronic deteriorating schizophrenic”’. A prob- 
lem these investigators wish to pose is, which response, M- or pure C, implies greater 
regression or deterioration? Beck“) quotes Rorschach's statement that true color 
responses “‘have their well springs in the most primitive emotional experiences”. In 
a later work Beck®?, in handling his SR-2 type of schizophrenic, speaks of “‘excite- 
ments in instances at the primitive level, blend in with the imagined wish”. Schach- 
tel) attempts to expound the intellectual immediacy of a pure Cf response, but 
doesn’t touch on the problem posed. One might suggest that M- is an intellectual 
regression, whereas pure C is an affective regression and leave it to further research 
as to which is more deteriorating. 
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The finding of more CF and FC indicates the ability of the Howard Test to give 
the subject more range in this area. So also, is the appearance of more texture and 
shading determined responses. The latter finding (Y) affords interesting theoretical 
possibilities, perhaps along the lines employed by Oberholzer“?. 

Other data, not statistically significant but still pertinent, is the lack of a differ- 
ence in F- between the two tests. A priori, these investigators would not have sus- 
pected this. So also, was the frequency with which the patients turned the cards 
over, either reading, remarking or being puzzled by what they found. The inclusion 
of the Howard Test is strongly recommended where a differential diagnosis is re- 
guested on difficult cases. This is based on the present study, plus additional cases 
since the completion of this study. 


SUMMARY 


Fifty routine, testable schizophrenic patients with at least normal intelligence 
were administered the Rorschach and Howard Tests. On the latter instrument, the 
patients produced significantly more M- and pure C responses, plus other symbols 
on the Howard Test. Where a differential diagnosis is sought in difficult cases, the 
Howard Ink Blot Test is definitely valuable. 
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SOME ADVANCESIN INTERPRETATION OF THE CHROMATIC 
PHASE OF THE H-T-P 


ISAAC JOLLES 
Quincy (IUl.) Public Schools 


PROBLEM 

When the writer first used the chromatic phase of the H-T-P, he found that a 
problem was presented in interpreting the use of color in drawing the Person. Did 
the use of yellow for outlining the face and other exposed body parts represent a 
conventional use of the color (because of no better choice) or did it signify hostility? 
Because of this the use of the standard set of eight crayons was discarded and the 
set of sixteen crayons substituted. This set included a white crayon and a rose pink 
crayon, either of which could conceivably be used as a conventional color for body 
parts in preference to yellow. In addition to the rose pink and the white crayons, 
the following colors are included in the set: 


Black Blue violet Brown Yellow Orange 

Blue Violet Red Green 

Blue green Red violet Red orange Yellow green 
Orange Yellow 


After administering the test to approximately twenty children, it became ap- 
parent that the additional crayons not only solved the problem of the use of yellow 





82 ISAAC JOLLES 


in drawing the Person, but that the additional shades of the standard colors provided 
some finer nuances which could enrich the study of personality through this tech- 
nique. Therefore, during the past two years the writer has made an intensive clinical 
study of the use of color on the H-T-P for the purpose of arriving at some hypotheses 
concerning the interpretation of the colors used in drawings of the House, Tree and 
Person. This study included 200 children ranging in age from 5 years, 6 months, to 
17 years, 3 months. All of these children were referred to the writer for psychological 
study because of academic and /or behavior difficulties. 

Unfortunately, the writer is not in a position to determine the significance of 
the various colors by any really desirable research approach. Evaluations through 
clinical experience, comparisons with case history material, follow-up, and occasion- 
ally with Rorschach findings and material from therapeutic play sessions were used 
to arrive at the conclusions presented in this paper. 


CONVENTIONAL UssEs or CoLor 


It is important to determine conventional uses of color so as to provide a frame 
of reference for detecting significant uses. On the basis of frequency of selection it 
seems quite clear that the writer’s experience would establish the following uses of 
the various colors as conventional: 


Black: smoke; outlines of drawings of the three wholes; hair; shoes; fences, etc. 
Blue green: distant landscape; sky; dress, sweater; curtains. 

Blue: Sky; male and female clothing; eyes; curtains. 

Red violet: (rarely used) dress, sweater for females. 

Violet: Dress, sweater for females. 

Blue violet: Dress, sweater for females. 

Brown: hair; clothing; eyes; tree trunks and branches; walls of house. 

Rose pink: outline of Person, especially exposed body parts, e.g., face, hands. 
Red: chimney; lips; occasionally hair; apples, cherries. 

Red orange: sweaters; dresses. 

Orange: oranges; sweaters. 

Yellow orange: sweaters. 

Green: clothing (female) ; sweaters (both sexes) ; roof; tree foliage; grass. 
Yellow green: landscape; grass. 

Yellow: the sun; flowers. 

White: Never used conventionally. 


Some INTERPRETATIONS OF CONVENTIONAL AND NON-CONVENTIONAL USES 


Although a color may be used conventionally, it may still have significance. For 
example, the child may use blue to depict a dress, but it may be significant because of 
the heaviness of the color produced by excessive pressure on the crayon. This parti- 
cular example has been observed frequently among children with brain damage who 
are very much concerned about their control difficulties (motor drivenness). Thus, 
they depict their felt need for control. Similarly, the heaviness of red on the chimney 
reveals the subject’s craving for affection from the person with whom the child’s 
intimate relations are symbolized by the chimney. 

Rose pink may be used conventionally and yet be significant. One child used it 
to represent curtains in the living room; in the meantime, she used a heavy red for 
the curtains of the bedroom window. This was interpreted as indicating the child’s 
toned down affective responses in social situations although she craved much warmth 
in intimate relations within the family. This interpretation was substantiated by 
case history material as well as by responses to the Rorschach test. 

The use of the three violets in a significant manner has occurred so seldom in 
the writer’s experience that no hypothetical interpretations have been established 
for them. However, the red-red orange nuances do seem to have significance of mild 
personality differences even when used conventionally. The red orange reflects some 
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ambivalent feelings for the loved object represented (or the object from whom love is 
craved). Similarly, the use of yellow orange suggests that ambivalence is on the 
brink of being dissolved in favor of hostility. The trend is more established, of 
course, when the orange yellow is used significantly. 

The use of blue green, when used significantly, seems to indicate that the sub- 
ject feels secure in a given situation as long as he is able to maintain control. This is 
an observation which has been repeatedly made and substantiated among the im- 
pulsive, brain-injured children. For example, a number of such children used blue 
green for the walls of the House. This was interpreted as parental acceptance of the 
child so long as he maintained control, thus making the child feel secure. Inter- 
views with the parents substantiated this interpretation which was made on the 
hypothesis that green represents either a feeling of security or a need to demonstrate 
security. Therefore, the blue green helps to differentiate parental rejection in a spec- 
ific situation from a deeper, more generalized type of rejection. 

Yellow green seems to reveal hostile feelings (the yellow) in all uses except for 
grass and landscape. Usually it depicts a more subtle form of expression of hostility 
than the orange yellow or the yellow. Perhaps, this form of behavior helps the sub- 
ject to maintain security even though he has found an outlet for his hostility. 

The most conclusive findings of this study pertains to the use of white. In the 
writer’s experience the white crayon has been used only by subjects who have en- 
gaged in delinquent acts or were referred for psychological examination because 
of behavior suggesting potential delinquency. Therefore, it has been interpreted as 
indicating anti-social attitudes. 

The original interpretations of the standard eight colors (black, brown, blue, 
purple, green, yellow, orange, and red) suggested by Buck in his manual on the 
H-T-P seem to apply to the children in this study. One possible exception may be 
the use of brown. The problem here could be determining when the color is being 
used significantly. It is also interesting to note that children tend to choose the 
standard eight crayons in spite of the presence of the other eight (except for rose pink 
in making a Person). This tends to lend more significance to the use of the variations, 
even when they are apparently used conventionally. 


CONCLUSIONS 


The use of 16 instead of 8 crayons for the chromatic phase of the H-T-P seems 
to contribute a great deal to the enrichment of the personality study. Until more 
elaborate research studies on the problem appear, the clinician will find the interpre- 
tations given here to the additional eight crayons a valuable guide in personality 
evaluation. In the meantime, the interpretations of the standard eight crayons 
suggested by Buck seemed to apply to the children in this study. 


RORSCHACH SEX RESPONSES AND OVERT DEVIATIONS 
FRED CUTTER 
Atascadero (Calif.) State Hospital 


INTRODUCTION 


Sexual responses to the Rorschach (specifically cards VI and VII) have long 
been regarded as pathognomonic of psychological and sexual disturbances °@: PP. 
43-44; 5, p. 324, Chapt. 13; 6, pp. 45, 6-71, 91) The availability of sexual psychopaths for study 
prompted the writer to attempt an investigation of the nature of sexual responses 
to cards VI and VII and to test the validity of existing hypotheses. 
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METHODOLOGY 


The subjects were drawn from three sources. A group of sex psychopaths on 
observation (SPO) consisted of 25 patients. They were given a routine psychological 
examination which included the DAP and Rorschach test, MMPI, and WAIS 
Verbal scale. The SPO patients were unselected and contained a wide variety of 
psychopathology, which included borderline psychotics and sociopaths. A sex psycho- 
path group receiving therapy consisted of 25 patients. This was a highly selected 
group of patients in that all showed a clear pattern of sexual abnormality. The 
therapy group was divided into overt and covert deviation sub-groups. Eleven 
patients were judged to be overt on the basis of a frank acknowledgement of their 
sexual deviation (homo-sexuality, exhibitionism, child molesting). Fourteen were 
considered covert, since they were excessively defensive or shifted responsibility for 
their deviation to the victim or alcohol, ete. A control group was made up of 25 
nurses and technician trainees, who liad been carefully screened for their positions, 
in order to eliminate people with gross personality inadequacies. 

The therapy and control groups were given the MMPI and DAP tests in a 
group administration according to the standard directions. Rorschach responses to 
cards VI and VII were also obtained by a group procedure. Subjects recoided their 
responses on answer sheets, but only the most extreme (in terms of the criteria des- 
cribed here) were tabulated. These responses were classified into three categories: 
(a) nonsexual, (b) dysphoric, and (c) frankly sexual. The criteria for making these 
judgments are described below. 


A. Nonsexual: the accepted “good” or original responses which make 
good use of form, either alone or in relation to the other determinates. Sexual 
content is specifically excluded. 


B. Dysphoric: pathological responses, vague, blocked, affect-laden con- 
tent; poorly controlled use of color, movement, or shading. 

C. Pure sex: direct reference to sexual organs by words or gestures re- 
gardless of quality of response. 


To determine the degree of association of sexual responses to cards VI and VII 
with other qualitative Rorschach measures of disturbance, the responses to cards 
IV, V, VIII and IX were trichotomized in a manner similar to the above: (a) good 
responses: the nonsexual category. (b) borderline: painful affect or content, but con- 
trolled or moderately dysphoric, e.g. FC’, Fk, F?, At, Fm, maps, (H), ete. (c) path- 
ological: the same criteria as the dysphoric category. Sexual responses were not 
tabulated. These judgments were converted to a pathology score by assigning 
values of 1, 2, and 3 to categories a, b, and c respectively. The scores thus derived 
ranged from four to 12. To estimate the reliability of such judgments, the writer 
reclassified twenty of the Rorschach records and computed a rank order correlation 
of the two sets of judgments. The obtained Rho was .774. 

The MMPI scores were correlated by the biserial r technique with the sexual 
and non-sexual responses as the dichotomous variable. In addition to the usual 
eet ee Barron’s“) Ego Strength and Gough’s“’ Dominance scales were 
also used. 

Utilizing the trichotomy of response to Rorschach cards VI and VII described 
earlier, the writer was able to define three groups of subjects corresponding to the 
categories non-sexual, dysphoric, and sexual. This classification cuts across the 
original SPO, therapy and control grouping. Analyses of variance procedures were 
then carried out for four variables defined as follows: (1) age of subject to the nearest 
year; (2) verbal IQ on the WAIS; (3) the Rorschach pathology score; (4) ratings of 
sexual differentiation in the DAP according to a method described elsewhere. 
Poor sexual differentiation is found in disorganized and disrupted personality dis- 
orders in which ego-alien content is frequent“. The pathology score, IQ, age and 
ratings of sexual differentiation on the DAP were intercorrelated by the Pearson 
product moment method and corrected for attenuation. 
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RESULTS 


The responses to Rorschach cards VI and VII were classified into sexual and 
non-sexual categories. This was done by combining categories B (dysphoric) and C 
(sexual) into sexual and leaving category A as non-sexual. Table 1 lists the frequenc- 
ies of sexual and non-sexual responses to cards VI and VII by the various groups 
studied here. Obtained Chi squares are also indicated. Overtness of sexual deviation 
was not significantly associated with sexuality of response. Severity of disturbance 


TABLE 1. FREQUENCIES OF SEXUAL AND Non-SEXUAL RESPONSES To RorscHAcH 
Carps VI anp VII By Various SUBGROUPS AND OBTAINED CuI SQUARES 








x? 





5.13 
Covert 8. P. 2 D.F. 
Technicians not significant 





Therapy ’ 

Tech. & Nurses 2 D.F. 

SPO Sf (significant) 
(at 5% level) 
(of confidence) 





*Each subject gave two responses, one for each card. 


is significantly associated with incidence of sexual responses. The MMPI correla- 
tions with the sexual and non-sexual dichotomy of responses to cards VI and VII 
yielded significant associations with the D, Es and Dominance scales. The biserial 
correlations are .322, —.461, and —.503 respectively, with a S.E. of .161 for D, and 
.174 for Es and Dom. 


Table 2 summarizes the results of the analyses of variance procedures for the 
four variables compared. Age differences were not significant in the three groups. 
1Q variations were greater within the groups than between, and thus showed no 
systematic differences. DAP ratings of sexual! differentiation and Rorschach path- 


TABLE 2. MEANS AND ANALYSES OF VARIANCE OF Four VARIABLES By THREE 
CATEGORIES OF RESPONSE TO Carps VI anv VII 








Group IQ DAP Sex Rorschach 
Diff. Path. Score 





Means 
Nonsexual 
Dysphoric 
Sexual 





S. 8. Between 343 
S. S. Within 10,556 
Within D. F. 71 
F Ratio 1.5 





*F Ratio significant at 5% level of confidence. 
**Within greater than between variance at 5% level of confidence. 


ology scores were significantly different in the groups compared. IQ and DAP sexual 
differentiation correlated signficantly (.459). This is consistent with the previous 
study“). Rorschach pathology score and DAP sexual differentiation, when corrected 
for attenuation, correlated significantly (-.279) ; S. E. for both correlations was .137. 
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Discussion 


Sexual responses to cards VI and VII are not associated with overtness of de- 
viation, but rather with severity of psychological disturbance, in terms of the 
groups compared here. Such responses appear to be meaningful as a gross measure of 
mental health. This is confirmed by the association of sexual responses with MMPI 
measures of depression, lack of dominance and poor response to therapy. These can 
be taken as general indicators of impaired mental health. 

The inverse correlations between the Rorschach pathology score and the DAP 
ratings of sexual differentiation are in the expected direction. Good DAP sexual differ- 
entiation is associated with absence of pathognomonic responses to the Rorschach. 
Both measures appear to be reflecting degrees of personality integration; i.e., pre- 
sence of disrupting conflicts or of ego-alien content. In terms of Rorschach behavior, 
the subjects who gave sexual associations to cards VI and VII, have a significantly 
greater tendency to produce pathognomonic responses to cards IV, V, VIII, and IX. 
The discrepancy in sheer frequency of such responses between the sexual and dys- 
phoric groups reflects a real difference. This difference can be described in terms of 
effectiveness of defenses in preventing the conscious experiencing of acute anxiety. 
While both groups show severe psychopathology, the sexual group is more nearly 
aware of its mental distress. Consequently the behavior at the Rorschach level con- 
tains the qualitative indications of such psychological pain and awareness ©: P. 56). 


CONCLUSION 


1. The occurrence of sexual responses to Rorschach cards VI and VII is not 
associated with degree of overt sexual deviation as reflected by clinical groupings into 
overt and covert sex deviants and control subjects. However, sexual responses are 


associated with severity of disturbance as judged by SPO, therapy and control 
subjects. 


2. The occurrence of sexual responses to cards VI and VII is directly associated 
with MMPI variables D, and inversely with Barron’s Es and Gough’s Dominance 
scales. 


3. Subjects giving non-sexual responses to cards VI and VII tended to give 
psychologically healthier reactions to the variables studied here. Those who give 
sexual responses are more disturbed in terms of Rorschach associations, but are 
intermediate on DAP ratings of sexual differentiation. Conversely, subjects giving 
dysphoric responses tend to be more disturbed in terms of DAP sexual differentia- 
tion, but intermediate in quality of Rorschach associations. 


4. It is concluded that subjects who give sexual responses to Rorschach cards 
VI and VII are experiencing acute anxiety as a direct result of an inadequate de- 
fensive system. 
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SEXUAL DIFFERENTIATION OF MALE AND FEMALE JOB 
APPLICANTS ON THE DRAW-A-PERSON TEST 


MARY MARTHA MURPHY 
State Colony, Woodbine, New Jersey 


PROBLEM 


The Draw-A-Person Test has been described as a self projection. Differentiation 
between the male and female figures has been suggested as indicative of the degree 
to which the subject identifies himself with his or her sex role®). Swensen“? devised 
a nine point scale for rating sexual differentiation with gradations ranging from poor 
at the lower levels to excellent at the upper limits of the scale. Swensen and New- 
ton“ reported that from ages six to twelve, girls tended to differentiate between the 
sexes significantly better than boys but at age thirteen the boys’ sexual differentia- 
tion caught up with that of the girls. Beyond age thirteen there appeared to be no 
significant difference between males and females in sexual differentiation on the 
Draw-A-Person Test with productions of both male and female college sophomores 
differentiating between the sexes at an excellent level. The present study compares 
sexual differentiation in human figure drawings of male and female adults of less 
highly selected educational background than Swensen and Newton’s college group. 


PROCEDURE 


The Draw-A-Person Test was administered to 53 male and 35 female applicants 
for employment at the State Colony at Woodbine, an institution in New Jersey for 
care and training of mental defectives. Each pair of drawings was rated for sexual 
differentiation according to Swensen’s scale. Drawings of the male figure were scored 
according to Goodenough Draw-A-Man Test norms") as an index of graphic matur- 
ity of the two groups. 

The Wechsler-Bellevue I Vocabulary Scale Weighted Scores of both groups 
ranged from 8 to 14 which suggested that the verbal intelligence of the two groups 
was distributed between low average and superior levels. The mean Weighted Score 
of each group was 10 which is the average verbal subtest score for Wechsler’s 20-29 
year age groups“). Mean chronological age was 38 for both groups with a range of 
21 to 56 years for the males and 21 to 50 years for the females. The average educa- 
tional level was 10 grades for both groups with a range of 6 to 14 years of formal 
educational background for the male group and 5 to 16 years for the females. 


RESULTS 


Table 1 discloses that the female job applicants differentiated between the 
sexes to a significantly more adequate degree than the males. Sexual differentiations 
of 57 per cent of the male job applicants were rated as poor while 72 per cent of the 
female group’s differentiations were rated in the good and excellent categories. The 
average rating of the female job applicant group signified adequate sexual differentia- 
tion while the average rating of the male group suggested questionable differentia- 


TaBLeE 1. Comparison BETWEEN MALE AND FEMALE JoB APPLICANTS 
For Sexvuat DIFFERENTIATION ON THE Draw-A-PErRsoN TEST. 








Rating Males (N =53) Females (N =35) 





13 (Poor) ; 28% 
4.6 (Good) 26% 
7-9 (Excellent) 46% 
Mean ‘ 5.4* 
8.D. : 2.6 





*Difference significant at the .01 level. 
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tion. As scored by Goodenough norms, there was no significant difference between 
the two groups as to graphic maturity of the male figure drawings. Average scores 


were of 9 years 11 months level for the male group and of 10 years 2 months level for 
the females. 


DIscussION 


The foregoing results appear to indicate that female adults differentiate the 
female figure drawing from the male figure drawing more adequately than male 
adults although there is little difference as to graphic maturity of the two groups. 
This suggests that same sex human figure drawings of adults tend to be self portraits 
rather than an index of degree of identification with the appropriate sex role. 


SUMMARY 


The Draw-A-Person Test was administered to 53 male and 35 female adults 
who were applicants for employment at a state colony. The drawings were rated for 
sexual differentiation and scored for graphic maturity. Results disclosed that the 
female subjects differentiated the female figure drawing from the male figure draw- 
ing more adequately than the male subjects although there was little difference in 
graphic maturity of the two groups. This was interpreted as suggesting that same 
sex human figure drawings of adults tend to be self portraits rather than an index of 
degree of identification with appropriate sex role. 
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TIME ESTIMATION OF SCHIZOPHRENICS AND NON-PSYCHOTICS 
A. I. RABIN 


Michigan State University 


INTRODUCTION 


The awareness of the passage of time and its estimation has interested psycho- 
logists for many years. Recent reviews have summarized the findings to date“: *. ©, 
Most of the reported findings deal with estimations of very brief periods of time 
(seconds). The estimation of longer periods of time, according to Woodrow ®, is in 
need of more study and investigation. 

Clinicians in general, and psychiatrists in particular, have been interested in the 
disturbance of the ‘‘time sense” or time experiencing, and consequently in the ability 
of its estimation, in the psychologically ill or disturbed. Many interesting reports and 
observations were presented by Schilder“!) some 20 years ago. However, since 
that time very little experimental work concerning time estimation in the several 
nosological categories has been reported. One example is Dobson’s®) study which 
deals with estimation of brief periods of time. It was pointed out that the “per- 
ception of longer intervals, involving hours . . . may be similar or may be different 
from estimating short periods.” “ 
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Numerous theories attempting to explain ‘‘time perception” or time estimation 
have been offered by a number of investigators. We shall not attempt to examine 
these theories, but will, for the purposes of the present investigation, adapt Wood- 
row’s) formulation ‘‘that time is a concept . . . that attaches to perceptions only 
through a judgmental process.’”’ Our purpose will be to learn something about this 
“judgmental process” in schizophrenics via their estimation of “‘long’’ periods of 
time. 

In a recent analysis of the methodology of time estimation“? three main meth- 
ods were considered: verbal estimation, production, and reproduction. Due to the 
length of the periods with which we experimented (hours), the last two methods 
could not be considered because of their impracticality; consequently, the method 
used and described below is that of verbal estimation. 

In resume, the purpose of the present brief study is to investigate the estima- 
tion or “judgment”’ of “long” periods of time (minutes and hours) by schizophrenics 
and non-psychotics and see to what extent the reported “impaired judgment” in 
schizophrenia extends to the estimation of time as well. 


SUBJECTS AND PROCEDURE 


There were two groups of subjects. The experimental group consisted of 20 
schizophrenics ranging in age between 18-40 and equally divided between the sexes. 
In the control group were 20 non-psychotic individuals of the same ages and the 
same proportions of males and females. This group was made up of some hospital 
personnel, vocational guidance cases, and a few ‘“‘psychopathic personalities”. The 
nature of this control group more appropriately calls for the designation ‘‘non- 
psychotic” rather than “normal.” 

Each subject was interviewed individually and was examined with the Wechsler- 
Bellevue (entire scale or part of it) and with the Rorschach test. At a convenient 
point during the examination period (usually at the approximate midpoint of the 
session) each subject was asked, ‘‘How much time has passed since you entered the 
room? Guess as closely as you can!’ At the close of the testing session the subject 
would be asked a similar question, ‘‘How much time has passed since you first entered 
the room?”’ Thus, two time estimates, for one-half (approximately) of the length of 
the interview and for the entire interview, were obtained. 

The shorter periods estimated ranged from 25 to 59 minutes with a median of 
34 and the longer periods from 60 to 160 minutes with a median of 88. The length 
of the periods to be estimated varied from case to case; they were not standard per- 
iods. However, the variation in the length of the periods had no effect upon the 
estimates. The coefficient of correlation between the length of the actual periods and 
the accuracy of estimation was .08, which is negligible and statistically insignificant. 

Accuracy of estimation of the periods of time was based on the ratio of the 
estimated time to the actual time (clock time) and expressed in percentages. Thus, 
a score of 100% would indicate an exact estimate; a higher percentage would indi- 
cate overestimation, and less than 100 percent, of course, underestimation. All of the 
time estimates were placed in three categories: 1. Overestimation—120 percent and 
over. 2. Underestimation—80 percent or less. 3. ‘‘Close’’ estimation—81 through 119 
percent. 


RESULTS 


Mere inspection of the range of the percentages of both groups readily reveals 
striking differences between them. The range for the schizophrenic group is 17-300 
and 17-164 percent for the first and second periods respectively. The non-psychotic 
group shows consistently narrower ranges of 28-150 and 58-139 percent for the two 
respective periods. 

Details concerning the number of cases in each group that place in one of the 
three categories described above (over, under, and close estimation) are given in 
Table 1. The majority of the schizophrenics made poor judgments with respect to 
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TaBLe 1. Catrecories oF Estmation oF Two Lona Periops or TIME BY SCHIZOPHRENICS 
AND Non-PsycuHotics 








First Period Second Period 
(Mdn. - 34 min.) (Mdn. - 88 min.) 
Category Schizophrenic Non-Psychotic Schizophrenic Non-Psychotic 





Overestimation 6 1 3 
Underestimation 10 8 12 
Close Estimation 4 11 5 





Chi Square (2 d.f.) 7.18 
P .05 - .02 








the time passed; few of them, 20 percent or less, made fairly accurate estimates. 
This trend is directly reversed in the non-psychotic group, where the majority made 
““close’’ estimates of the time intervals. The differences on both periods were statis- 
tically significant, though the number of cases in some of the cells of the 3 x 2 table 
was small ©). 

Another interesting finding was the relative stability of the time estimation 
ability or judgment. Coefficients of correlation (rho) between the first and second 
period estimations were computed for both groups. The rho’s were almost identical— 
-76 and .75 for the schizophrenics and non-psychotic groups respectively. Whether 
the relative position of the subjects in the group would be maintained in subsequent 
experiments cannot be predicted. 


SUMMARY AND CONCLUSIONS 


Twenty schizophrenics and 20 non-psychotics were asked to estimate periods of 
time that were occupied by fractions of interviews and by entire interviews. The 
medians for the periods estimated were 34 and 88 minutes. The results justify the 
following conclusions: 1. The judgment of these “long” time intervals is significantly 
poorer in schizophrenics than in non-psychotics. 2. Precision and direction of error 
in o- estimation tend to be relatively stable for both groups during the same testing 
period. 
Future research might concentrate on the questions related to consistency of the 
time estimation trend from day to day and from week to week. If such consistency is 


found, the related personality characteristics of overestimators and underestimators 
may be of special interest. 
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ARE ENURETICS SUITABLE FOR THE ARMED SERVICES? 
DANIEL H. HARRIS AND RICHARD W. FIRESTONE 
Marine Corps Recruit Depot, San Diego, California 


PROBLEM 


In former years the phenomenon of bed-wetting in adults was largely attributed 
to such organic factors as bladder size, C. N. S. imperfections, or genetic aberrations. 
The prevalent contemporary view of this subject, concurred in by the present writ- 
ers, tends to favor a psychogenic explanation for the overwhelming proportion of 
such cases“: 2 3, 4, 5, 7, 9, 10, 1, 12), Tn any event, there can be no doubt as to the con- 
siderable importance to the armed services of making the most effective use of raw 
recruits who have a pre-service history of enuresis, or who show the symptom during 
recruit training. This is one aspect of the general problem concerning the use of 
marginal manpower by the armed forces. 


MAGNITUDE AND HISTORY OF THE PROBLEM 

In a military situation with large numbers of people living in close quarters, 
enuresis creates a morale problem for the entire group as well as for the enuretic 
himself. Most branches of the armed services therefore will not retain proven chronic 
enuretics. Since many conceal this fact upon entering the service, especially if they 
are volunteers, and since in any event a claimed history of enuresis is not in itself 
cause for rejection at pre-induction or induction examination, large numbers of men 
with enuresis are sent home with unsuitability discharges after a very brief military 
career. This expensive procedure has been going on for many years, certainly since 
1942 according to the senior author’s experience. In addition to economic waste, 
there is the damage to his self-esteem suffered by any volunteer discharged in this 
manner against his desire—and there are many such men in this group. 

The question may be asked, ‘‘Why not just exclude from the armed forces all 
those with a history of enuresis?” This sounds logical and might be a defensible posi- 
tion where a comfortable surplus manpower situation permanently prevailed. Actual- 
ly, more than this is involved. Many with an enuretic history get over the symptom 
in a short time when placed in the military situation. To automatically exclude all 
claimed enuretics might also encourage attempted evasion of military service by 
poorly motivated individuals. A more appropriate question to ask is, ‘‘What can 
be done to salvage more of this marginal material during the recruit training pro- 
cess?’ The psychology staff at Marine Corps Recruit Depot, San Diego since 1953 
has been carrying on a series of studies designed to explore this point of view. 

The first study“ investigated the hypothesis that under rigid experimental 
conditions, a significant reduction in enuresis-involved admissions to the psychiatric 
observation ward would result if recruits with recent enuretic histories received brief 
psychotherapeutic support during the regular psychiatric screening procedure. It 
was found that this was indeed the case, control and experimental groups differing 
by 60% in their admission rates. As a result of these findings, the procedure used 
experimentally above was instituted for the regular screening of all enuretics. 

A follow-up study“ compared the subsequent admission rates for enuretics 
with the rate prior to the experimental period in an attempt to evaluate the practi- 
cality of psychotherapeutic screening under routine work conditions. Before-after 
comparisons showed a significant drop in enuretic admission rates, again supporting 
the general premise that psychotherapeutic techniques were decidedly effective in 
changing the hitherto typical failure pattern of many enuretic recruits. 

These prior studies dealt with the specific effect of brief psychotherapy in the 
recruit training situation. The present paper deals with the more general question of 
the overall suitability of enuretics for military service, as indicated by their capacity 
to continue in a duty status. Information was obtained on the military history of 
each enuretic recruit in our first study for the period of 18 months following enlist- 
ment. Presented below is a detailed breakdown of the findings. It should be re- 
membered that these were men all of whom had had a history of enuresis during the 
5 year period prior to enlistment. 
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TaBLE 1. Derartep Disposition oF Envuretic Recruits 
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RESULTS 

Lines 1-7 of Table 1 detail and summarize separations from service prior to 
completion of recruit training. It can be seen that the better showing of the therapy 
group on discharges involving enuresis (line 1) was largely nullified by discharges for 
other reasons. Of particular interest in this connection are the figures for discharge 
by medical survey (line 2), not a single one of which was for anything even remotely 
associated with recognized psychosomatic syndromes. Lines 8-15 show the corres- 
ponding details and summary of all separations during the 15 months subsequent to 
recruit training. All told, these were fairly negligible. The fact is, 83% of all dis- 
charges in our sample occurred during the early training months. 

Lines 16-19 show the overall figures for the entire 18 months of military service 
for these 182 enuretic recruits. At the end of this period, total attrition was 29.1% 
of the group; that is, 70.9% of them were apparently still performing their military 
duties adequately. Widely accepted opinion in the armed services would have led 
one to expect that attrition of enuretics would be much greater. We know of no 
figures showing comparable rates for non-enuretic Marine Corps recruits during the 
first 18 months of service. However, we were able to obtain a figure on the overall 
attrition rate from all causes for the entire male Marine Corps population during a 
comparable period. This total attrition rate was 25%!, and while not strictly com- 
parable to our data, provides at least a crude reference point. 


DIscUSssION 
In view of these findings, it seems justified to suggest that the evaluation of 
enuretics by the various armed services has been and continues to be unnecessarily 
negative. Most recruits with a recent enuretic history prior to induction are able to 
function adequately in a military setting; and an even larger number can be helped 
to function well with a minimum amount of understanding encouragement. The 


1Military Personnel Statistics: Navy and Marine Corps. 30 April 1955. Navpers. 15658. 
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value of brief supportive therapy as part of the regular psychiatric screening pro- 
cedure is still somewhat in doubt, however at this point, it does seem to result in a 
lower rate of discharges involving enuresis during the early months of training. The 
issue can be resolved through a more definitive study. 


SUMMARY 
The question of the suitability of the enuretic recruit for military service was 
briefly discussed together with relevant experimental findings. Data on 182 Marine 
recruits with recent histories of enuresis were also presented which supported the 
authors’ contention that as a group, these men are not the military misfits they are 
often assumed to be. This was evidenced in part by the fact that 70.9% of them were 
apparently still performing adequately in a duty status 18 months after induction.” 
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EDUCATION, INTELLIGENCE, AND MILITARY RECRUIT 
PERFORMANCE! 


RICHARD W. FIRESTONE 
Marine Corps Recruit Depot, San Diego, California 


INTRODUCTION 
While military recruit performance has been intensively studied in relation to 
intelligence, much less attention has been paid to its relationship with civilian school- 
ing. Studies dealing with this relationship have often been informal, or were mainly 
concerned with special areas such as promotion“? and absenteeism ®), generally with 
emphasis on the above and below average recruit. An interesting study by Roach®?, 
for example, emphasized the positive relationship between civilian academic train- 
ing and high-level academic training in a military setting. In studies of this type, 
however, the average recruit has received comparatively little attention, despite the 

possibilities for fruitful investigation in this area. 


1The author’s opinions and conclusions do not necessarily reflect the view or endorsement of the 
Navy Department. ite : 
Special appreciation is extended to Carl M. Wagner for his invaluable assistance. 
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The present study deals with the relationships between civilian education, 
intelligence, and the performance of military recruits during basic training. In many 
recruit training commands, two different aspects of military performance are usually 
evaluated and measured. These may be designated as conduct and proficiency. The 
first, comprised of such related factors as military bearing, neatness and obedience 
to orders, is evaluated by the recruit’s superiors on the basis of his general behavior 
and appearance; and is presumably unrelated to academic skills. The proficiency 
grade, on the other hand, represents the recruit’s acquired knowledge of relatively 
academic material (hygiene, weapons function, military insignia, etc.), and is 


usually measured by means of written examinations. The following two hypotheses 
were investigated: 


1. Amount of previous civilian education significantly affects recruit pro- 
ficiency scores, but is unrelated to conduct scores. 


2. Intelligence is positively related to both conduct and proficiency scores. 
METHOD 


A random sample of 560 Marine recruits who had completed an 11-week basic 
training period during the summer of 1955 were used as subjects (Ss). Intelligence 
scores were obtained by use of the General Classification Test (GCT), since it has 
been the author’s experience, as well as of other investigators“), that the GCT score 
is a good group measure of the functions measured by the Wechsler-Bellevue intelli- 
gence scale. As anticipated, these scores were normally distributed over the entire 
sample (M = 99.7). Final conduct and proficiency scores were obtained for each 8 
at the completion of ‘‘boot”’ training. These were derived from a 5-point scale (1.0 
to 5.0), the scoring unit being one-tenth (.1) of a point, and were also normally dis- 
tributed. The education of each S was represented by the last grade of school com- 
pleted prior to entry into the service, and ranged from grade 4 to grade 14, with 
heavy clusters at the 9th and 12th grades. 


RESULTS 


In order to test the first hypothesis, the sample was divided into two groups on 
the basis of previous education. Those Ss who had completed the 10th grade or 
better were designated as “highs”, while the remainder were designated as “‘lows’’. 


TasLe 1. Megan Conpuct, Proricrency, AND INTELLIGENCE SCORES FOR 
REcRUITS WITH VARYING AMOUNTS OF PREvIoUs EDUCATION 








Education Conduct* Proficiency* GCT* 





Lows (N = 105) M = 3.92 M = 3.55 M= 90.4 
Highs (N = 455) M = 4.14 M = 3.86 M = 109.06 





*Difference significant at better than the .001 level of confidence. 


Table 1, in summarizing the first relevant comparisons, indicates that differ- 
ences in conduct and proficiency scores between “highs’’ and “lows” were both highly 
significant, thus tending to refute the first hypothesis. At this point, the data sug- 
gest that amount of previous education affects both aspects of military performance 
described above. However, Table 1 also shows the highly significant difference be- 
tween the mean GCT scores of the two groups, suggesting an element of contamina- 
tion. In order to rule out the possible influence of intelligence, two equivalent 
groups of “highs” and “lows” were created, Ss having been paired exactly with 
regard to GCT score. The resulting comparisons are summarized in Table 2, and it 
will be seen that with the influence of intelligence nullified, only the mean proficiency 
scores differ significantly. This confirms the first hypothesis, and indicates that re- 
cruits entering military service stand a better chance of success in academic-like 
military subjects, the greater their previous formal education. Military performance 
of a non-academic nature does not appear to be affected by previous education. 
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TasBLeE 2. Mean Conpuct anp Proricrency Scorss, “Hicus’”’ anp “Lows” 
Havine Been MatcuHep For INTELLIGENCE 








Education | Conduct* Proficiency** 





Lows (N = 55) 


M = 4.03 M = 3.62 
Highs (N = 55) M = 4.09 


M = 3.84 





*Difference not significant 
** Difference significant at better than the .01 level 


The second hypothesis was investigated simply by using a product-moment 
correlation to test the relationships between intelligence and the two types of per- 
formance measure. This hypothesis was confirmed when it was discovered that for 
conduct r = .32, and for proficiency r = .51. Both correlations were in the antici- 
pated direction, and significant at the .01 level of confidence. 


SUMMARY 


Evidence was presented which supported the hypothesis that amount of civilian 
education has a positive effect on aspects of recruit military performance which call 
for the use of academic skills, but appears to be unrelated to other aspects of military 
performance. Intelligence was shown to be positively and significantly correlated 
with both academic and non-academic aspects of recruit performance. 
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A NOTE ON RECALL PATTERNS USING THE BENDER GESTALT WITH 
PSYCHOTIC AND NON-PSYCHOTIC PATIENTS 


HORACE F. STEWART, JR.* 
Florida State Hospital 


INTRODUCTION 


This is a preliminary study on recall patterns with the Bender Gestalt Test. 
Figure recall has been found useful to the clinical psychologist, both for the number 
of figures recalled and the accuracy. Gobetz®? used figure recall in a standardization 
and validation study. Goodstein, et al,“ , have also used it in their study of design 
difficulty. 

The present study was directed at obtaining the actual recall patterns, including 
the frequency of recall. Hovland“? has suggested, ‘‘Ordinarily the items toward the 
beginning and end of a series are easier to learn than those in the center.” It was 
hypothesized that this would apply to the recall patterns obtained using the Bender 
Gestalt Test. In patterns of recall the first and last figures of the series should occur 
more frequently, with the figures in the middle of the distribution being recalled less. 


*Study suggested by Dr. F. William Dinwiddie, chief psychologist, Spring Grove State Hospital, 
Catonsville, Maryland. 
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PROCEDURE 


The Bender Gestalt Test was administered as part of a diagnostic test battery 
to female patients routinely referred for psychological evaluation on admission. The 
method of administering the Bender Gestalt was taken from a U.S. Army manual ®) 
which included three phases: a five second recall, the standard presentation, and the 
total recall. The usual modified procedure does not include the five second recall, 
utilizing only a standard presentation and an immediate recall. The subjects were 
39 newly admitted female patients, including 21 psychotic and 18 non-psychotics. 
There were no senile patients. The age range was from 16 to 52 years, with a mean 
of 33 years. 

RESULTS 


The results of this preliminary study of recall patterns are presented in three 
tables, giving data for psychotic, non-psychotic, and total sample. Table 1 presents 
a frequency distribution for each figure in all recall positions. By calculating the 
true mode the recall order is as follows: for the psychotic group A, 1-3-5, 2, 6, 4, 8, 
and 7; and for the non-psychotic group A, 1, 2-5, 3-8, 6-7, and 4. It was felt that the 
smallness of the sample did not warrent more elaborate statistical procedures. 


Tas._e 1. FREQUENCY OF PosITION IN THE RECALL PATTERNS 








Psychotic Group 
2 3 4 


> 


Bender Figures 
Recall Position 





Ist 

2nd 
3rd 
4th 
5th 
6th 
7th 
8th 


— 
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Non-psychotic Group 
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Total 
Grand Total 28 32 28 
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— 
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— 
— 
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~I 


14 24 33 29 37 





Table 2 gives the percentage of figures recalled. As was hypothesized the figures 
in the middle of serial order showed a lower percentage of recall than do those figures 
at the beginning and the end of the series. The distribution for the total sample 
yields a chi-square which is significant at the five per cent level of confidence. The 
individual groups are not statistically significant. 


TABLE 2.. PeRcENTAGE OF Figures RECALLED For Torta, Psycuoric, AND 
Non-Psycnotic Groups 








1 2 3 4 5 6 


A 
62 76 62 33 24 67 71 
83 89 83 56 50 56 =: 100 


Groups 





Psychotic 
Non-psychotic 





| Figures 


Total 72 82 72 44 36 62 85 
*significant at 5 per cent level of confidence 
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Table 3 shows the range of figures recalled. The range for the total sample is 
2 to 9 figures recalled: 2 to 8 for the psychotic group and 4 to 9 for the non-psychotie. 
Actual recall averages are 5.57 figures for the psychotic group and 7.73 for the non- 
psychotic. 


TABLE 3. FREQUENCY oF ToTAL i Peew RES REcALLED 











Number Recalled 
Groups 5 





Psychotic 
Non-psychotic 





Total 


Discussion 


The recall patterns obtained with a modified administration of the Bender 
Gestalt Test supports the hypothesis of serial learning. The frequency of figures re- 
called (Table 2) shows a significant decline in the figures in the center of the order. 
The actual order in which the figures are recalled (recall pattern) does not easily lend 
itself to interpretation because of the low n. 

Goodstein, el al, did a study to determine which figures on the Bender Gestalt 
were the most difficult. By changing the serial order of the figures they found that 
figures 3 and 4 were the most difficult to recall. Bender’s“? developmental chart 
indicates that figure 3 is the most difficult. A further study by Suczek and Klopfer “ 
on the stimulus value of the figures does not show a lack of value for figures 3 and 4. 
The most difficult figures appearing in the middle of the series may have had an 
adverse effect on the study; however, Bender reports that all the figures are repro- 
ducible by the adult. 

It was found that the psychotic group recalled 5.57 figures and the non-psycho- 
tic 7.73. These numbers run a little high when compared with Gobetz’s results 
(normals recalled 6.28 and neurotics 5.93). It is felt that the additional presentation 
of the stimuli in the present study allowed for greater learning. 


SUMMARY 


A modified presentation of the Bender Gestalt Test was administered to 39 
female state hospital patients. This preliminary study was directed at the recall 
oe in terms of the serial learning hypothesis. The following findings are re- 
ported: 

1. The figures in the middle of the series of nine Bender Gestalt figures had a 
lower percentage of recall. 

2. The pattern of recall for the psychotic group was A, 1-3-5, 2, 6, 4, 8, and 7; 
and for the non-psychotic group A, 1, 2-5, 3-8, 6-7, and 4. 

3. The range of figures recalled was 2-9 figures. The psychotic group recalled 
5.57 figures and the non-psychotic 7.73. 
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EDITORIAL OPINION 





THE ERROR OF THE UNEXCLUDED ALTERNATIVE IN RESEARCH DESIGN 

Research on clinical problems'frequently appears to take for granted a simplicity 
in the causation of behavior which does not in fact exist. This leads to the construc- 
tion of oversimplified hypotheses and to the failure to consider alternative possibili- 
ties which, in terms of empiric experience, may actually have higher probability. 
Such failure to take into consideration all relevant possibilities leads to what we may 
call the error of the unexcluded alternative in the interpretation of research results. 
This type of error is not specific to clinical research but may occur in all experimental 
design. For example, threshold measurements in psychophysics seem to infer a 
unity and simplicity of a limen which are actually as spurious as similar assumptions 
regarding more complex behaviors. 

The error of the unexcluded alternative frequently crops up in research on 
psychotherapy. The effects of psychotherapy involve so many variables that some 
workers have admittedly abandoned any attempt to control them systematically. 
This is a fatal omission in studies intended to investigate the results from special 
methods of therapy which stem from different theoretical systems and which claim 
unique results. Current knowledge concerning the rationale of psychotherapy has 
progressed to the point where many fundamental variables have been identified, and 
provision for their control should be included in all valid research design. Among 
such factors are: 

1. Natural history of specific disorders. Natural remission rates, acute and chronic stages, and 

other temporal effects. 


Reassurance. The effects of “having something done’, “being understood’, personal prestige 
and influence of the therapist, desensitization, ete. 
3. Suggestion. The effects of positive or negative suggestions upon disorders caused by sug- 
gestion, specific symptomatic effects, etc. Suggestion is a “least common denominator” of psy- 
chotherapy which must always be considered to operate. 


4. Motivation. The presence or absence of a desire to be helped. Also extraneous motivations, 
such as the need to please the therapist. 


5. Resistance. The strength of intraorganismic factors tending to perpetuate preexisting person- 
ality organization and to resist intervention. 


6. Total push. The mere fact of receiving extra attention, doing something special, exerting one’s 
self, etc., may produce therapeutic results. 


Even though none of these variables have been defined operationally to the satis- 
faction of many research workers, consideration should be given to such factors in 
the preparation of any research design. 

It must never be overlooked that all methods of therapy have their enthusiastic 
adherents and therapeutic successes, no matter how rational or irrational their meth- 
ods and claims may be. This universal incidence of some degree of therapeutic re- 
sults may be attributed to the cumulative effects of the variables listed above, and 
may be considered as a baseline in terms of which claims of unique effects by special . 
methods must be evaluated. For example, we need to accumulate data from the 
application of Rorschach, MMPI, Q sorts, TAT and other pertinent tests upon sub- 
jects treated with such methods as autosuggestion, Christian Science, hypnotism, 
dianetics, ‘‘studied”’ neglect, reassurance, suggestion, etc., in order to assess the mag- 
nitude of any effects resulting therefrom. Doubtless, a person “cured” by such 
methods would show marked changes in symptomatology and personality structure 
(perhaps even of a deep dynamic sort) and we need to know the mechanisms whereby 
such changes are accomplished. Such data are basically important as controls to the 
results obtained by special methods of psychotherapy. 

Research in support of any system of psychotherapy, such as the design for 
studies of client-centered psychotherapy reported by Grummon,"? is most validly 
reported in strict operational terms, avoiding gratuitous assumptions and interpreta- 
tions concerning what is presumed to be taking place. Of the baseline variables listed 
above, this research design attempted to control only the time factor by testing be- 
fore and after a waiting period of 60 days before therapy was begun. Although this 
research presumed to be measuring the results of therapy, the subjects were not 
described in terms of quality and malignancy of a presumed pathological process 
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excepting that they had requested counseling. It appears, at least in the case of Mrs. 
Oaks, °) that the research population involved cases of relatively slight pathological 
involvement such as simple situational maladjustments and other disorders which 
the client could resolve himself with minimal intervention. Even though a variety of 
measurements were taken at various points before, during and after active case- 
handling (therapy ? ), the research design does not permit the objective identification 
of whatever factors may be responsible for any changes observed. About all that can 
be stated operationally is that starting with a random sample of counseling center 
clients of unknown psychopathological composition, and treated with client-centered 
methods, certain changes were observed. Whether more or different changes would 
have been obtained with comparable samples using other standard methods is not 
known. There is even question whether the therapeutic processes postulated to 
underly nondirective counseling are actually the variables producing the changes. 
Even a superficial evaluation of transcribed records of interviews reveals the opera- 
tion of many variables not even mentioned in the formal interpretations. At the 
present status of investigation, anything more than a strict operational statement of 
what was done would appear to involve the error of unexcluded alternatives. 
F.C. T. 


‘GrummMon, D. L. Studies in Client-Centered phoney II. Design, Procedures and Sub- 
jects for Block i. Psychol. Service Center J., 1951, 3, 29-4 


?Roacers, C. R. Studies in Client- Centered Psy 5 III. The Case of Mrs. Oak — A Re- 
search Analysis. Psychol. Service Center J., 1951, 3, 47-165. 


ANNOUNCEMENT 
We announce with pleasure the appointment of Dr. Maurice Lorr to the editor- 


ial board of this Journal. Dr. Lorr is Chief, Neuropsychiatric Research Laboratory, 
Veterans Benefits Office, Washington 25, D. C. 





IN MEMORIAM 





C. M. LOUTTIT (1901 - 1956) 


It is with the most profound personal regret that we report the passing on May 
26, 1956 of Dr. C. M. Louttit who was one of the charter members of our editorial 
board from the date of its founding in 1945. Both as a friend and as a co-worker, 
“Mac” Louttit was an unfailing source of encouragement and support not only when 
the going was good but, more importantly, even more strongly through difficult times. 
His advice early in 1944 when the Journal was being planned under difficult war- 
time conditions, materially helped in securing the beginning of publication in 1945. 

Dr. Louttit was a genuine pioneer in clinical psychology and one of the first 
psychologists to become a director of a psychological clinic (at the University of 
Indiana). His interest in the behavior problems of children led to the publication in 
1936 (revised edition 1947) of his authoritative Clinical Psychology which was 
quickly accepted as a basic text in the field. A second major interest in psychological 
bibliography and the classification of psychological literature led to his appointment 
in 1947 as editor of the Psychological Abstracts in which position he continued until 
his death. This publication improved greatly in its technical development under his 
——— and the American Psychological Association will miss his contribution 
greatly. 

Less well known were his sincerity and sense of responsibility in supporting and 
defending causes in which he believed, occasionally at the cost of opposing en- 
trenched interests. During the troubled times of the last 20 years, and in spite of 
the right of free speech in a democracy, it has not always been expedient in academic 
circles and positions of responsibility to speak one’s mind freely or to be associated 
with unpopular viewpoints. Dr. Louttit never hesitated to speak the truth as he 
saw it or to become identified with the loyal opposition. Clinical psychology needs 
more leaders of this stature. His genuine sincerity, friendly nature, discerning in- 
tellect and warm emotionality long will be remembered by all those who knew him. 

F. 
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Hunt, Wiuuiam A. The Clinical Psychologist. Springfield, Ill.: Charles C. Thomas, 
1956, pp. 206. 


The 1954 Salmon Lectures present the historical evolution of clinical psychology 
in terms of the relationship of the field to basic science psychology, the various 
theoretical schools, and to psychiatry. 


Wencer, M. A., Jones, F. N. and Jones, M. H. Physiological Psychology. New 
York: Henry Holt, 1956, pp. 472. $6.00 


This is an excellent elementary text by staff members of the University of Cali- 
fornia at Los Angeles. The discussions are up-to-the-minute and authoritative, yet 
so clearly presented as to be suitable both as an elementary text and as a reference 
book. 


Licon, Ernest M. Dimensions of Character. New York: Macmillan, 1956, pp. 
497. $6.50 


For more than 20 years, Dr. Ligon and more than 100 coworkers of the Union 
College Character Research Project have been striving to coordinate an experimental 
approach to the study of behavior within a religious frame of reference. Starting 
with the faith that God is infinite and that God is good, and accepting Christian 
philosophy as the most tenable approach to the meanings of life, this book attempts 
to present a comprehensive overview of personality and character which will have 
scientific validity and at the same time practical applicability. The book itself is 
written and organized in a semi-popular style which goes far beyond the data dis- 
covered in the CRP to present Dr. Ligon’s own empiric experiences, philosophy and 
religious-scientific approach to life. 


Marzour, STaNLey 8. Psychological Diagnosis and Counseling in the Schools. New 
York: Henry Holt, 1956, pp. 401. $4.00 


Dr. Marzolf is director of the Psychological Counseling Service at Illinois 
State Normal University. This book is an elementary introduction to problems of 
psychological diagnosis and counseling for school personnel. Books such as this 
serve as expedient answers to the recognition that many types of poorly qualified 
personnel are going to be doing psychological work. The book is too elementary for 
bona fide students of clinical psychology, and deceptively simplified in its discussions 
of complicated diagnostic and therapeutic techniques which unqualified personnel 
cannot apply validly. As long as society permits incompletely qualified personnel to 
enter clinical fields in education, religion and borderline fields, we will continue to 
need books like this to try to at least orient such workers in scientific directions. But 
we must not lose sight of our basic goal of training all persons working in clinical 
fields to ms.imal levels of competence, at which time there will be no need or justi- 
fication for shortcut expedients. 


Bropuy, Sytvia. Patterns of Mothering. New York: International Universities 
Press, 1956, pp. 446. $7.50 


This book reports a psychoanalytically-oriented study of the behavior of the 
mothers of 32 infants drawn from a larger Infancy Research Project under the 
auspices of the Menninger Foundation. Four introductory chapters present an ex- 
cellent summary of the literature on mother and infant, maternal behayior, infant 
growth, and the feeding behavior of infants. Four male and four female infants were 
studied at age levels of 4, 12, 20 and 28 weeks. Essential maternal behaviors were ob- 
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served, rated, coded and scaled to permit quantification. Four types of maternal 
behavior are tentatively identified. This is an important contribution to maternal 
care and child study. 


GARDNER, GEORGE E. (Ed.) Case Studies in Childhood Emotional Disabilities. Vol. 
IT. New York: American Orthopsychiatric Association, 1956, pp. 368. 


A collection of cases originally presented at workshops at meetings of the Amer- 
ican Orthopsychiatric Association with discussions by member participants. 


Lape, Estuer E., et al. Medical Research: A Midcentury Survey. Boston: Little, 
Brown, 1955. $15.00 for two volumes. 


An authoritative survey of medical research sponsored by the American Found- 
ation established by the late Edward Bok in 1924. Volume I describes the nature, 
methods, trends and problems of medical research. Volume II discusses unsolved 
clinical problems of which Chapter 9 on alcoholism and Chapter 10 on schizophrenia 
will be of interest to clinical psychologists. 


Du Mas, Frank M. Manifest Structure Analysis. Missoula, Montana: Montana 
State University Press, 1956, pp. 193. 


This book describes a new operational approach to scale construction involving 
segmental, intensive and clustery models of catescales together with computational 
examples and practical applications. 


Henry, Wiii1amM E. The Analysis of Fantasy. New York: John Wiley, 1956, pp. 
305. 


An authoritative analysis of the principles and practice of the interpretive 
process with specific reference to the Thematic Apperception Test. 


Murpny, Lois B. Personality in Young Children. Vols. I and II. New York: Basic 
Books, 1956. Vol. I, $6.00. Vol. II, $4.00. 


SNELL, GrorGE D. (Ed.) Biology of the Laboratory Mouse. New York: Dover Pub- 
lications, 1956, pp. 407. $6.00 


Meer.oo, J. A. M. The Rape of the Mind. New York: World Publishing Co., 1956, 
pp. 320. $5.00 Essays on thought control, menticide and brainwashing. 


JorDAN, A. M. Educational Psychology. New York: Henry Holt, 1956, pp. 600. 
$5.50. Fourth edition. 


SrerHens, J. M. Educational Psychology. New York: Henry Holt, 1956, pp. 717. 
$6.00. Revised edition. 


LippMAN, H.8. Treatment of the Child in Emotional Conflict. New York: McGraw- 
Hill, 1956, pp. 298. $6.00. 


Guover, Epwarp. On the Early Development of Mind. New York: International 
Universities Press, 1956, pp. 483. $7.50 
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by 
J. E. WALLACE WALLIN, Ph.D. 


This important book summarizes the author’s life-long 
experience in dealing with practical social problems relating to 
the control of mental defectives. Dr. Wallin bases his authorita- 
tive opinions upon an intensive review of the literature in this 
field and his conclusions reflect the latest scientific information. 
This book differs from other works on mental deficiency in that 
it deals with many practical issues for which society urgently 
demands some answers. It should be read by all psychiatrists, 
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workers in the field. 
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applied contributions to personality study. 
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grade children with emotional and logic evaluation of infants and child- 





behavior problems. ' ren to eighteen years. 











J. Cotter Hirschberg, M. D., Director Topeka, Kansas; Telephone 3-6494 





THE HOWARD INK BLOT TEST 
A NEW PROJECTIVE TECHNIQUE 


Derived experimentally by James W. Howard, Ph.D. 

An individual test consisting of 12 plates 84%” x 11”. The blots are 
somewhat larger than the Rorschach and with a wider range of 
stimulating features. Blots of varied colors selected from an experi- 
mental sample of 10,000 blots. 

Not intended to be a parallel test to the Rorschach. Statistical find- 
ings from a ‘“‘normal’’ group show the test to differ markedly from 
the Rorschach in ways which should indicate greater sensitivity. 
Selection and arrangement of blots made on the basis of evidence of 
character, degree and spread of stimulation. 

Data from normative sample indicate more frequent light deter- 
mined responses, higher incidence of color responses with different 
C, CF and FC relationships, more movement responses and fewer 
animal responses. Greater diagnostic sensitivity with wider range 
of response. 


Price: $12.50 [ortgcpoccage's 30 extra) 


HOWARD INK BLOT TEST MANUAL 


MONOGRAPH SUPPLEMENT NO. 10 FROM JULY 1953 ISSUE 
Price $2.00 
JOURNAL OF CLINICAL PSYCHOLOGY 


5 Pearl Street Brandon, Vermont 











Clinical Psychology Monographs 





NO. 1 F. Y. BILLINGSLEA 
Bender Gestalt Test Manual $ .90 


NO. 2 CARTER AND BOWLES 
Qualitative Aspects of Psychological Examining $1.25 


NO. 3 SYMPOSIUM ON 
Training in Clinical Psychology 
(Available only in Complete sets) 
NO. 4 SYMPOSIUM ON 
Critique of Nondirective Therapy $1.25 


NO. 5 JOHN T. BUCK 
The House-Tree-Person Test Manual $2.00 


NO. 6 BEN KARPMAN’S 
Objective Psychotherapy $2.00 


NO. 7 SYMPOSIUM - - JAN. 1950 
Statistics for the Clinician $2.00 


NO. 8 ROBERT TYSON - - JAN. 1951 

Current Mental Hygiene Practice $2.00 

NO. 9 SYMPOSIUM OF RECENT CONTRIBUTIONS TO THE 
FIELD - - APRIL 1953 

Counseling the Mentally Defective $1.25 


NO.10 --JULY 1953 
The Howard Ink Blot Test $2.00 


NO.11 ALBERT ELLIS - - July 1955 
New Approaches to Psychotherapy Techniques $2.00 


An authoritative survey of the periodical literature (1950-1953) 
on techniques of psychotherapy. 





Order From 
JOURNAL OF CLINICAL PSYCHOLOGY 


5 Pearl Street, Brandon, Vermont 








THE DEVEREUX FOUNDATION 


Since 1940, non-profit sponsor of 


DEVEREUX SCHOOLS 
Established 1912 


THERAPEUTIC SCHOOLS 
_ VOCATIONAL COMMUNITIES 


REMEDIAL CAMPS 
SCHOOLS 


Eaat D. Bonn Division Pennsylvania 
Watrter L. Treapway Division California 


A complete scholastic program, in resi- 
dence, for boys and girls presenting 
emotional difficulties, who can bene- 
fit by a program of therapeutic educa- 
tion, supplemented by psychoanalytic 
therapy, where indicated. 


Separate facilities and campuses for different age 
groups, from pre-kindergarten through junior college. 


COMMUNITIES 


Leo Kanner Division Pennsylvania 
Rancu Division California 


‘Life-experience” and vocational 
programs for children, adolescents, 
and young adults with impaired 
intellectual or CNS function. 


Separate, self-contained campuses for homogene- 
ous groups, in terms of age and social maturity. 


CAMPS 


PENNSYLVANIA Maing Cavironmia 


Each Devereux School or Community 
has its own individual camp. Remedial 
academic programs, full recreational 
facilities, — therapy to continue 
through the long summer holiday. 


Professional inquiries will be welcomed by Joun M. Baxcray, Director of Development 
Devereux Foundation, Devon, Pennsylvania 








 Devorux Schodl 


UNDER THE DEVEREUX FOUNDATION 
HELENA T. DEVEREUX, Director 


iA jate Direct 





EDWARD L FRENCH, Ph.D. 
ROBERT T. GRATTAN, MO. 


Santa Barbara, California Devon, Pennsyivania 














